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EPHRAIM McDOWELL AND OVARIOTOMY 


HE last two decades of the 
eighteenth century witnessed 
the beginning of a_ vast 
stream of settlers from the mother 
states to the enticing West. For 
many the Ohio River furnished 
a ready avenue of travel while 
others fought their way through 
the untracked wilderness. Among 
those who left Rockbridge County, 
Virginia, in 1784 to follow the 
wilderness route were Samuel 
McDowell,' his wife, Mary (Mc- 
Clung) McDowell, and their chil- 
dren, one a lad of thirteen years 
named Ephraim.? Their destina- 
tion was Danville, a wilderness settlement but two 
or three years old, little more than one hundred 
miles southwest of what is now Cincinnati, Ohio. 
This frontier village was to become the birthplace 
of the state of Kentucky for there convened at 
Danville the several conventions that asked for 
separation from the State of Virginia and the 
creation of a new state. It was Samuel McDowell 
who was called upon to preside over the conven- 
tions, one of which (1792) framed the first consti- 
tution of the State of Kentucky and selected 
Frankfort to be the capital. Samuel McDowell, 
legislator, soldier, jurist, pathfinder, lived to see 
his son, Ephraim, assume unrivalled leadership in 
Kentucky surgery. 
In the year 1809 Danville, Kentucky,’ was a 


! Samuel McDowell, born in 1735 in Pennsylvania; died near Danville, 
Kentucky, in 1817. 

* Ephraim McDowell, born November 11, 1771, in Rockbridge County, 
Virginia; died June 20, 1830, in Danville. 

‘In 1809 Mercer County, now Boyle County. 
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“far-cry” from the centers of 
medical learning and yet in that 
year there was performed in Dan- 
ville, for the first time, an epoch- 
making surgical operation unri- 
valled in boldness. Ephraim Mc- 
Dowell, the surgeon, was thirty- 
eight years of age and the leading 
surgeon and physician west of the 
’ Alleghenies. His medical training 
was that of the Edinburgh school 
where his preceptor, Dr. Hum- 
phreys of Staunton, Virginia, had 
graduated and where in 1793-94 
he attended lectures numbering 
among his American student com- 
rades David Hosack* and Samuel Brown.’ Mc- 
Dowell early came under the influence of Dr. 
John Bell® who was giving extramural instruction 


* David Hosack (1769-1835), in his day the best known practitioner of 
New York City and editor of the American Medical and Philosophical 
Register (1810-14) in which he was assisted by Dr. John W. Francis 
(1789-1861). . . . Garrison. 

§ Samuel Brown (1769-1830), graduate of Carlisle College, Pennsyl- 
vania; a student of Dr. Humphreys of Staunton, Virginia; later at Edin- 
burgh. The first medical professor of Transylvania University (1799), 
Lexington, Kentucky; Professor of Theory and Practice of Medicine in 
the reorganized Transylvania Medical faculty of 1819. 

6 John Bell (1763-1820), eleven years older than his brilliant brother, 
Charles (later Sir Charles) Bell. In 1790 he began lecturing to private 
pupils in a theater built for him in Surgeons’ Square, Edinburgh. Until 
Charles Bell’s removal to London in 1804 he assisted his brother, John, 
as demonstrator of anatomy. John Bell’s love for truth led him to openly 
criticize the surgery of Benjamin Bell and the anatomy of Monro II, 
which brought down upon him a storm of criticism much of which was 
contained in a volume issued by James Gregory under the pseudonym of 
“Jonathan Dawplucker.”’ Gregory’s influence somueded th excluding 
Bell from the Royal Infirmary although in after years, Gregory was cen- 
sured by the Royal College of Physicians, Edinburgh, for violations of 
truth and unprofessional conduct. ‘The controversy and consequent 
waste of time and energy embittered Bell's life. He was a forceful, accu- 
rate teacher, much in advance of his time in the teaching of surgical 
anatomy. His chief works are Principles of Surgery, 1801-07, and 
Anatomy of the Human Body, 1793-1803. He died in Rome on April 15, 
1820, after several years spent in travel in a vain search for health. 


7 Frontispiece from E. Randolph Peaslee’s Ovarian Tumors, New York, 1872. 
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ORIGINAL PAPERS. 


Three Cases of Exctirpation of diseased Ovaria 
By EPHRAIM M‘DOWELL, M. D. of Danville, Kentucky. 


In December 1809, I was called to see a Mrs. Crawford, 
who had for several months thought herself pregnant. She 
was affected with pains similar to labour pains, from which she 
could find no relicf. So strong was the presumption of her 
being in the last stage of pregnancy, that two physicians, who 
were consulted on her case, requested my aid in delivering 
her. The abdomen was considerably enlarged, and had the 
appearance of pregnancy, though the inclination of the tumor 
was to one side, admitting of an easy removal to the other. 
Upon examination, per vaginam, I found nothing in the ute- 
rus; which induced the conclusion that it must be an enlarged 
ovarium. Having never seen so large a substance extracted, 
nor heard of an attempt, or success attending any operation, 
such as this required, I gave to the unhappy woman informa. 
tion of her dangerous situation. She appeared willing to un- 
dergo an experiment, which I promised to perform if she 
would come to Danville, (the town where I live) a distance of 
sixty miles from her place of residence. This appeared almost 
impracticable by any, even the most favourable conveyance, 
though she performed the journcy in a few davs on horseback. 
With the assistance of my nephew and colleague, James 
M‘Doweill, M.D., I commenced the operation, which was 
concluded as follows: Having placed her on a table of the or- 
dinary height, on her back, and removed all her dressing which 
might in any way imped. the operation, I made an incision 
about three inches from the musculus rectus abdominis, on 
the left side, continuing the same nine inches in length, pa- 
rallel with the fibres of the above named muscle, extending 
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into the cavity of the abdomen, the parietes of which were a 
good deal contused, which we ascribed to the resting of the 
tumor on the horn of the saddle during her journey. The tu- 
mor then appeared full in view, but was so large that we could 
not take it away entire. We put a strong ligature around the 
fallopian tube near to the uterus; we then cut open the tumor, 
which was the ovarium and fimbrious part of the fallopian tube 
very much enlarged. We took out fifteen pounds of a dirty, 
gelatinous looking substance. After which we cut through the 
fallopian tube, and extracted the sack, which weighed seven 
pounds and one half. As soon as the external opening was 
made, the intestines rushed out upon the table; and so com- 
pletely was the abdomen filled by the tumor, that they could 
not be replaced during the operation, which was terminated 
in about twenty-five minutes. We then turned her upon her 
left side, so as to permit the blood to escape; after which, we 
closed the external opening with the interrupted suture, leav- 
ing out, at the lower end of the incision, the ligature which sur- 
Jed the fallopian tube. B every two stitches we 
put a strip of adhesive plaster, which, by keeping the parts in 
contact, hastened the healing of the incision. We then applied 
the usual dressings, put her to bed, and prescribed a strict ob- 
servance of the antiphlogistic regimen. In five days I visited 
her, and much to my astonishment found her engaged in ma- 
king up her bed. I gave her particular caution for the future; 
and in twenty-five days, she returned home as she came, in 
good health, which sh: continues to enjoy. 














Facsimile of pages 242 and 243, Eclectic Repertory anil Analytical Review, Philadelphia, April, 1817. 


in anatomy and surgery and to Bell he no doubt 
owed his firm grasp of surgical principles and his 
accurate knowledge of anatomy. Idealism and 
cool courage were his birthright from a line of dis- 
tinguished pioneer ancestors. 

The story of Mary Crawford,' the historic pa- 
tient, as set forth in McDowell’s clear, concise 
language appeared in the Eclectic Repertory and 
Analytical Review of Philadelphia for 1817.? 

Shortly after the appearance of McDowell’s re- 
port his procedure was caustically criticized in 
paragraphs appearing in the same journal, and the 
elder Meigs (Charles D.) who had received his 
M.D. degree from the University of Pennsylvania 
and who had returned to Philadelphia (1817) 
after two years of practice in Georgia thundered 
at McDowell much as he thundered at Oliver 
Wendell Holmes some thirty years later. Mc- 


1 Mary Crawford died at the age of seventy- nine years, thirty-two 
years after her operation. 

2 McDowell had forwarded, a short time before, a copy of his report to 
Dr. John Bell of Edinburgh who at the time was absent in Italy, and the 
report fell into the hands of John Lizars, a pupil of Bell’s anc his locum 
tenens. 


Dowell must have been somewhat exasperated for 
in his report* of his second group of cases, he 
answers his critics in a few ringing sentences filled 
with rebuke, giving us at the same time a clear 
picture of one who, through ability and attain- 
ment, personified the science of surgery. He says: 


I thought my statement sufficiently explicit to 
warrant any surgeon’s performing the operation, 
when necessary without hazarding the odium of 
making an experiment; and I think my description 
of the mode of operating and of the anatomy of the 
parts concerned clear enough, to enable any good 
anatomist, possessing the judgment requisite for a 
surgeon, to operate with safety. I hope no operator, 
of any other description may ever attempt it. It is 
my most ardent wish, that this operation may re- 
main to the mechanical surgeon forever incompre- 
hensible. Such have been the bane of the science; 
intruding themselves into the ranks of the profession, 
with no other qualification but boldness in under- 
taking, ignorance of their responsibility, and indiffer- 
ence to the lives of their patients; proceeding accord- 

3 Eclectic Repertory and Analytical Review. Philadelphia, 18109, ix. 
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ing to the special dictates of some author, as mechan- 
ical as themselves, they cut and tear with fearless 
indifference, utterly incapable of exercising any judg- 
ment of their own in cases of emergency; and some- 
times, without possessing even the slightest knowl- 
edge of the anatomy of the parts concerned. 

The preposterous and impious attempts of such 
pretenders, can seldom fail to prove destructive to 
the patient, and disgraceful to the science. It is by 
such this noble science has been degraded in the 
minds of many, to the rank of an art. 


The most openly expressed doubt appeared 
from the pen of James Johnson, the learned editor 
of the Medico-Chirurgical Review of London. John- 
son’s first knowledge of McDowell’s operation 
came from the publication of Lizars’! paper? in 
which McDowell’s original report was incorpo- 
rated. Johnson says: 


We candidly confess that we are rather skeptical 
concerning these statements and we are rather sur- 
prised that Mr. Lizars should put implicit credence 
in them. . . . The second case is little less extraor- 
dinary if not incredible. . . . 


It remained, however, for Johnson in a later 
articlet to apologize handsomely as follows: 


A back settlement of America—Kentucky, has 
beaten the mother country, nay Europe itself, with 
all the boasted surgeons thereof, in the fearful and 
formidable operation of gastrotomy® with extraction 


1 John Lizars (1783-1860), a pupil of John Bell, began to teach 
anatomy to private pupils in 1815. He was the first in ‘Scotland to ligate 
the innominate, and followed McDowell’s case reports in performing 
ovariotomy. He published his Observations on the Extir pation of Diseased 
Ovaria in 1825. 

2 Edinburgh Medical and Surgical Journal, 1824. 

oe Medico-Chirurgical Review. London, January, 1825. 
bid., October, 1826. 

5 An operation involving opening the abdomen was called “gastrot- 

omy. 


of diseased ovaria. In the second volume of this 
series, page 216, we adverted to the cases of Dr. 
Macdowel, of Kentucky, published by Mr. Lizars of 
Edinburgh, and expressed ourselves as skeptical re- 
specting their authenticity. Dr. Coates, however, 
has now given us much more cause for wonder at the 
success of Dr. Macdowel; for it appears that out of 
five cases operated on in Kentucky by Dr. M., four 
recovered after the extraction, and only one died. 
There were circumstances in the narratives of some 
of the first three cases, that raised misgivings in our 
minds, for which uncharitableness we ask pardon of 
God and of Dr. Macdowel of Danville. The two ad- 
ditional cases now republished (for it appears that 
the cases were published, though in a very unsatis- 
factory form, in the American Eclectic Repertory) are 
equally wonderful as those with which our readers 
are already acquainted. 


For more than a century the world of medical 
science has honored McDowell as the “father of 
ovariotomy.” A beautiful monument marking his 
resting place in Danville was erected by the Ken- 
tucky State Medical Society and dedicated in 
1879.5. Samuel D. Gross, then in his seventy- 
fourth year delivered the oration of dedication 
and no finer appreciation of the life and work of a 
pioneer surgeon can be found in all literature. 

No text or lecture had set forth for McDowell’s 
guidance the rules of surgical procedure; no hand 
had pointed the way. He sensed to the full that 
his skill and courage might mean life for that 
brave pioneer mother, Mary Crawford, and he 
realized only too keenly that his unwillingness to 
brave the surgical wilderness could only mean for 
her a lingering painful death. 


6 The monument project originated with Dr. John D. Jackson of Dan- 
ville and was continued to fruition by his pupil, Dr. Lewis S. McMurtry. 
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Tansini, I.: A Case of Bilateral Carcinoma of the 
Parotid and Ligation of Both Deep Jugulars 
(Sopra un caso di carcinoma bilaterale della parotide 
e di legatura simultanea delle due gingulari pro- 
fonde). Arch. ital. di chir., 1928, xx, 295. 

In September, 1926, a sixty-nine-year-old man 
consulted Tansini and reported that twenty-five 
years before he had had syphilis. His present illness 
began in November, 1925, when a small tumor ap- 
peared in the left parotid region. It remained sta- 
tionary in size until the following May when a 
similar tumor appeared on the right side and grew 
more rapidly than the one on the left. The physician 
who was consulted at that time thought it was a 
manifestation of tertiary syphilis and gave specific 
treatment. In September the patient had a negative 
Wassermann reaction. 

The possibility of carcinoma was considered by 
Tansini, because of the fact that the tumors did not 
decrease in size under specific treatment, but on the 
contrary increased in size and became painful. 

On November 11 operation was performed under 
local anesthesia. The tumors on both sides were 
found to be adherent to the external carotid artery 
and the deep jugular vein so that both vessels had 
to be ligated on both sides. On the left side the 
superficial jugular vein also had to be ligated. When 
the operation was finished the patient’s appearance 
was terrifying. His eyes bulged, his tongue was 
swollen and deviated to the left, and his speech was 
unintelligible. As the patient had a moderate degree 
of arteriosclerosis it was feared that some serious 
accident might occur before the circulation was re- 
established, but by the next day the swelling and 
cyanosis had greatly decreased and by the second 
day the patient was normal excepting for the fact 
that speech was still difficult and indistinct. He was 
discharged as cured on November 27. 

After three months there was a limited recurrence 
on both sides. The small nodules were removed and 
the wounds healed promptly. The following April a 
small nodule developed in the left scar and was re- 
moved. When the author reported the case in June 
there had been a suspicious change in the larynx to- 
gether with some disturbance of respiration. 

The author has not been able to find in the litera- 
ture reports of cases of bilateral carcinoma of the 
parotid. Only a very few cases of bilateral ligation 
of the jugular vein are reported and most of them 
were so unsuccessful that Delbet advised abstaining 
from operation if ligation of both deep jugulars 
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would be necessary. The author’s case, however, 
shows that both jugulars can be ligated successfully. 
He believes that one important factor in the success 
of his operation was the use of local instead of general 
anesthesia. Auprey G. Morcan, M.D. 


Ivy, R. H.: Deformities of the Mandible. Ann. 
Surg., 1928, |xxxvii, 596. 

Ivy reports a case in which there was a slight 
injury of the mandible, the formation of a temporal 
abscess, but no loss of bone when the patient was 
eleven months old. As the boy grew older a de- 
formity of the lower jaw was noticed and at fourteen 
years of age there was deviation of the chin to the 
left side, flattening on the right side, marked re- 
trusion, and very bad occlusion. The fact that the 
mouth could be opened to a normal extent indicated 
that no lesion of the joint was present. There was 
shortening of about 2 cm., mainly in the ramus, but 
the X-ray plate showed no lesion of the condyle. 
On the whole, the deformity was typical of a 
unilateral ankylosis, but the absence of ankylosis 
indicated that an old fracture must be present 
somewhere below the joint. 

The problem was to lengthen the side of the 
mandible, place the chin in a midline position, and 
obtain good occlusion of the teeth. This was accom- 
plished by section of the left side of the jaw in the 
first molar region, allowing the chin to be drawn 
forward, and by subsequent filling of the gap thus 
produced by means of a bone graft. The teeth were 
held in occlusion and the chin was held forward by 
fixation of the lower to the upper jaw. Flattening 
of the right side was later made more symmetrical 
by placing a bone graft on the outside of the body of 
the jaw. 

The author states that particular attention to 
this type of deformity has been given by Blair, 
Kazanjian, Lindeman, Bruhn, and Pilcher. 

In another patient, twenty-eight years old, there 
was non-union of old comminuted fractures of the 
mandible with a 2.5 cm. loss of substance on both 
sides. Marked retrusion had been prevented by 
fixation of the lower to the upper teeth. 

In this case a graft from the iliac crest was inserted 
in the left side, while on the right side, strips of 
osteoperiosteum were introduced, leaving in place a 
viable remnant of a former bone graft. The chin 
was built forward with a costal cartilage transplant 
and the depressions on the sides of the ramus were 
filled in with fascial strips put in subcutancous 
pockets. In three months there was firm union on 
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the right side, but the left side required re-enforce- 
ment by means of a strip of osteoperiosteum from 
the tibia. Two months later firm union was present 
on both sides. James B. Brown, M.D. 


EYE 


Vernon, M. D.: Methods of Recording Eye Move- 
ments. Bril. J. Ophth., 1928, xii, 113. 

Vernon, M. D.: Movements of the Eyes in Reading. 
Brit. J. Ophth., 1928, xii, 130. 

The first attempt to record eye movements 
systematically was made by Javal who, by means of 
a telescope, observed the movements of the eyes in 
reading. Erdmann and Dodge later studied through 
a telescope placed behind the subject the mirrored 
image of the eye movements. Many indirect 
methods of observation have been devised and may 
be grouped as follows: (1) those which depend upon 
photography of the eye, of the reflection of light 
from the apex of the cornea, or of some small object 
attached to the cornea, and (2) those which depend 
upon the attachment of a capsule or recording lever 
to the cornea or eyelid, the movements being recorded 
photographically or by direct tracing on a drum. 


METHODS DEPENDING UPON PHOTOGRAPHY 


1. Stratton recorded the movements photograph- 
ically by placing a camera directly in front of the 
subject. Light from an arc lamp was reflected on to 
the cornea and then back to the slit of the camera. 
The eye was then photographed as it followed the 
lines of a diagram placed behind the subject. This 
was done in the dark and no measurement of the 
duration of time was made. It was found, however, 
that the horizontal movements were slightly dis- 
torted. Later the diagram was placed directly in 
front of the subject while the camera and arc lamp 
made an angle of 60 degrees on either side of the 
line of vision. 

2. Dodge and Cline improved the method by 
illuminating a small piece of white cardboard by the 
light of a window behind the subject and recording 
the reflected image from the cornea through the 
horizontal slit of a camera which could be moved 
around the perimeter until focussed in the right 
position. 

3. Piltz measured the convergence and divergence 
of the pupil on a photographic film rotated by clock- 
work about a vertical axis. 

4. Coburn invented a method for recording upon 
moving photographic plates, both the horizontal and 
vertical movements of the eye. In order to separate 
the records of the left and right eye on the plate, two 
prisms were placed in vertical position, the apex of 
one pointing upward and that of the other downward. 
This method is more useful for recording pathological 
eye movements than for recording movements in 
reading. 

5. Judd, McAllister, and Steele modified the 
method of Dodge and Cline by photographing the 
movements‘of a small flake of Chinese white {paint 
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attached to the cornea, slightly below and on the 
nasal side of the pupil. The movements were re- 
corded by means of a kymographic camera. A 
double camera was afterwards used so that a con- 
tinuous record could be obtained. 

6. Dodge improved on the previous methods by 
attaching a minute silver hemisphere mounted on a 
fragment of black paper to the cornea. An alternat- 
ing current arc lamp was used instead of daylight. 

7. Koch modified Dodge’s method by using light 
from a Nernst lamp reflected from the cornea through 
two tubes. 

8. Viess modified the method for recording blink- 
ing and rolling movements of the eyes and eyelids. 
He photographed the eyes and eyelids themselves. 

9. Gray in 1917 and Buswell in 1920 recorded the 
reading movements in a similar way. A beam of 
light giving a constant illumination was rendered 
parallel by a double convex lens. It was then re- 
flected by two silvered glass mirrors on to the cornea 
and thence to a camera containing a vertically mov- 
ing film. The beam was interrupted by an electrically 
driven tuning fork vibrating at the rate of 50 or 25 
times per second so that the film recording the move- 
ments and fixation pauses in a series of dots of '/50 or 
'/2s of a second’s duration. The camera was placed 
immediately in front of the subject and reading 
matter was projected by means of a lantern and 
mirror on a plaster-of-Paris surface above the mirror. 

10. Dodge in 1921 invented a method of studying 
the compensatory movements of the eye when the 
lids were closed. He used a spectacle frame on which 
two mirrors were arranged so that they rested on the 
closed eyelids and were moved by the rotation of the 
apices of the cornex. In order to record the head 
movements a small mirror was attached to a nose 
piece so that this reflected beam would fall on the 
recording apparatus. Later Dodge practically 
eliminated the effects of the head movements by 
another invention. 

11. Miles and Shen in 1925 modified Gray’s 
method in order to record the eye movements in the 
reading of Chinese. Light was supplied by a carbon- 
arc lamp in front of which rotated a toothed wheel. 
The latter revolved once every five seconds, produc- 
ing flashes of light of known duration. The beam of 
light next passed through a double lens which made 
the rays parallel. The light was then reduced by a 
blue glass screen and reflected obliquely on the 
center of the subject’s cornea by means of mirrors. 
The movements were recorded by means of a camera 
containing strips of film 60 in. long by 2% in. wide. 
The roll of films was drawn vertically across the slit 


- of the camera by a revolving drum which had adjust- 


ments for starting, stopping, and altering its speed. 
The subject read with binocular vision but move- 
ments of the right eye only were recorded. 


METHODS REQUIRING THE ATTACHMENT TO THE 
EYES OF A CAPSULE OR RECORDING LEVER 


1. Lemare attempted to measure eye movements 
by having the movements of the lid break the circuit 








of an electric current and give rise to sounds through 
a microphone. ‘This method did not give accurate 
results. 

2. Ahrens attempted to record eye movements by 
attaching to the cornea a light ivory cup. On the 
apex of the cup was fastened a bristle that made 
tracings on a smoked drum. 

3. Delabarre used a similar method. <A plaster 
cast of an artificial eye was made and trimmed to the 
shape of the subject’s cornea. ‘The lids were propped 
open by a special frame work, the cornea was 
anesthetized, and the plaster cast was fitted over it. 
The hole in the center of the cast permitted the 
subject to see. A piece of wire was embedded in the 
plaster so that one end projected and could be con- 
nected by a thread to a lever tracing on a smoked 
drum. Delabarre used a cast in which was embedded 
a small mirror for reflecting light to a recording 
camera. In the same year Huey used practically the 
same method and claimed that accurate records 
were obtained and that no harm was done to the eye 
if due precautions were taken. 

4. In 1899 Orchansky modified this method by 
using a capsule made of glass or light metal. Flaps 
located above and below the aperture held the lids 
open. 

5. In tort Marx and Trendelenburg used this 
method and employed a light aluminum capsule. 
Their method gave a delicate and accurate record of 
minute tremors of the eye during voluntary fixations. 

6. Schackwitz in 1913 described a simple instru- 
ment for measuring the number and duration of eye 
movements in reading, but the accuracy of his record 
is doubtful. 

7. Ohm in 1916 devised an apparatus for register- 
ing eye and lid movements but the accuracy of the 
records he obtained is doubtful. 

8. Struycken in 1018 reported that he had 
photographed a minute sphere mounted on three 
legs and attached by hooks to the cornea. 


METHODS OF DIRECT OBSERVATION 


1. Barnesin rg05 and Loring in 1915 made similar 
observations of the torsional movements of the eyes 
by means of a telescope which faced the subject on a 
horizontal perimeter. The rotation of the cross wires 
of the telescope which were focussed on one of the 
striw of the iris gave the angle of torsion of the eye. 

2. Barany in tot1 described a more delicate 
modification of this method, the angle of torsion being 
measured on a vernier. 

3. Ohrwallin 1912 and Sundberg in 1917 observed 
both intrafixation and interfixation movements by 
means of a Blix’s ophthalmometer. 

4. George, Toren, and Lowell in 1923 measured 
the movements of the vertex of the cornea by direct 
observation. 


DISCUSSIONS OF METHODS 


In the photographic methods, nearly all of the 
investigators used artificial light as their source of 
illumination. Dodge greatly improved the methods 


92 INTERNATIONAL ABSTRACT OF SURGERY 


by eliminating head movements. Methods requiring 
the attachment to the eye of a capsule or recording 
lever are much less elaborate and expensive than the 
photographic methods, but they have the following 
disadvantages: (1) They may cause some permanent 
injury to the eye. (2) The anesthetization of the 
eye, especially if cocaine is used, and the weight of 
the capsule or lever resting on the eye may interfere 
with the natural movements and make them slower 
and of longer duration. (3) The accuracy of these 
methods, with the possible exception of the method 
of Marx and Trendelenburg, is doubtful. 

Vernon says that it was first thought that in reading 
the eyes moved backward and forward continuously 
and smoothly and that perception of the words took 
place during the movement. It is now known that 
the number and duration of the fixation pauses are 
variable and dependent upon a number of different 
objective and subjective factors. Chief among the 
objective factors is the nature of the material read. 
Familiarity with a given text also tends to decrease 
the number and duration of pauses. 

The number of pauses is considerably affected by 
the length of the line of print. As far as can be 
judged, the number of words read per fixation is 
greatest for a line 5 to6 cm. in length. The distance 
of the print from the eye seems to have little or no 
effect upon the number of fixations and reduction in 
the size of the print only slightly increases it. 

Some observers consider that the duration of the 
pauses is inversely proportional to their number. 
Huey showed that only 78 to 82 per cent of the line 
of print is usually traversed by the eye and that, in 
general, the indentation is greater to the right than 
to the left. The indentation is greater for rapid than 
for slow readers and varies with the character of the 
end words of the line. The exact point of fixation is 
not of great importance as the eye lights on any part 
of a word or on a space between two words. It is 
merely the point about which are grouped the letters 
and words which may be the unit of perception, that 
is, the amount perceived during a single fixation. 
The number of words covered by a fixation varies 
greatly, being large in the case of nouns, adjectives, 
and verbs and smaller for conjunctions, prepositional 
phrases, relative pronouns, and auxiliary verbs. 
Familiarly associated words and well known phrases 
are read at a single fixation. 

Dearborn considered that the duration of the 
pauses often varies regularly according to their 
position in the line of print. Readers have a tendency 
to form “short-lived motor habits” in regard to the 
duration of the fixations after reading a particular 
piece of material for a short time. The first pause in 
‘ach line is therefore the longest and is followed by 
two or more very short pauses and a longer one 
toward the end of the line. This appears to indicate 
that the first pause involves a general survey of the 
line or, at least, of its first part. These habits are 
dependent upon the regularity of the print and are 
not formed if the lines are of unequal length or if the 
margins are irregular. Their formation is dependent 
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upon the maturity of the reader and the simplicity 
and familiarity of the material. 

Hamilton and Dodge have drawn attention to the 
importance of marginal perception in reading. The 
right-hand marginal impressions serve as preliminary 
partial perception and are essential for stimulation 
of the reflex eye movements. They may vary from 
almost complete recognition to mere consciousness 
of ‘something there.’”’ There is an inverse correlation 
between the area of distinct vision and that of the 
marginal impression, but what is lost from diminu- 
tion of the breadth of clear perception is made up for 
by the preparatory and orientating effects of the 
marginal impressions. These effects may possibly 
be carried over a number of fixation pauses. Mar- 
ginal impressions gained in the first long fixation 
pause of the line may serve as stimuli not only for the 
immediately succeeding eye movements, but also for 
those following the next one or more fixation pauses, 
thus accounting for the extreme brevity of the latter. 
Gray pointed out that it is extremely important for 
children to learn to make correct use of marginal 
impressions in order that ‘leads’ obtained from 
them may give rise to a correct final interpretation. 

The time occupied by the interfixation movements 
is only one-tenth as long as that occupied by fixation 
pauses. Large-angled movements take only a little 
longer to execute than smaller-angled movements 
and duration appears to be relatively constant for 
each individual. Probably the movements are not 
under voluntary control but are dependent some- 
what upon the speed of muscular reaction. This speed 
is approximately the same for eye muscles as for hand 
muscles. No perception takes place during move- 
ments, for the rate of movement is sufficiently great 
to cause fusion of stimuli. Holt was able to demon- 
strate central anesthesia during eye movements. 
Assimilation of the reading matter takes place during 
the movements and also during the latter part of 
cach fixation pause. 

The backward and forward movements are con- 
fined more or less to the horizontal plane. The eye is 
never completely at rest but fluctuates about a central 
position. Movements of convergence and divergence 
take place during interfixation movement, the eye 
moving gradually downward and outward. During 
fixation pauses, convergence adjustments take place. 
The two eyes are not exactly coérdinated cither in 
the saccadic or the convergent and divergent move- 
ments. 

Eye muscles are subject to fatigue as a result of 
prolonged reading. Small-angled eye movements are 
particularly fatiguing. Because of this, children 


often hold their books close to their eyes in order to - 


increase the angle of movement, but the work of the 
accommodation muscles is thereby increased and 
results in a tendency to myopia. As a rule large- 
angled movements also are fatiguing and the con- 
clusion is that lines of print of moderate length (8.5 
cm.) are the least fatiguing to the eyes. The forward 
movements are not too short and the return move- 
ments are not too long. 
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Earlier observers noted that in reading the eyes 
did not always move straight forward along the line 
of print, but that frequently movements of re- 
gression occurred and words were re-fixated. 
Dearborn found that these regressions were usually 
numerous when the subject was beginning to read a 
passage before he had had time to establish any 
‘“‘short-lived motor habits.’”’ Also when the print 
was irregularly arranged they were less noticeable 
with rapid than with slow readers. The chief differ- 
ence between mature and immature reading lies in 
the larger number of re-fixations shown in the latter. 

Buswell found that the number of regressions 
decreased, reaching its minimum about the age of 
eighteen years or over. Gray found that the length 
of the regressive movements also decreased with 
experience in reading. The most regular type of 
reading is shown by mature readers when attending 
to the context rather than the analysis of the mate- 
rial. In analysis the reader returns to his immature 
habits and in extreme cases the eyes may wander 
aimlessly backward and forward while the reader 
tries to assimilate the meanings of the individual 
words. The regular ‘‘ rhythm” is far more important 
for rapid and accurate reading than the actual num- 
ber and duration of the fixation pauses. 

Age is the factor that determines the number and 
duration of the fixation pauses and rate of reading. 
The perception time is dependent upon the per- 
ceptual span or span of recognition, which is measured 
by the number of words read per fixation, and is a 
function of the central rather than of the peripheral 
processes. ‘There is no correlation between the 
number of pauses and rate of reading on the one 
hand and the extent of the visual field, visual acuity, 
and retinal sensitivity on the other. The perceptual 
span is dependent upon the rate of central assimila- 
tion of the meaning of the material read. Dearborn’s 
motor habits are probably a function of the ease and 
rapidity of reading. The individual differences in 
reading various types of material depend on the 
ability to assimilate interesting subject matter more 
rapidly than uninteresting material. Efficient 
assimilation results in rapid and regular fixations. 

Lesuiz L. McCoy, M.D. 


Wood, D. J.: Melanosis of the Iris and New Forma- 
tion of a Hyaline Membrane on Its Surface. 
Brit. J. Opth., 1928, xii, 140. 

Wood gives a complete history and report of his 
findings with regard to melanosis and discusses the 
following points: 

1. The presence of hyaline tissue, like that of 
Descemet’s membrane, on the surface of the iris. 

2. The abnormal deep pigmentation of a sector of 
the iris. 

3. The rounded nodules on the surface of the iris. 

4. The localized groups of closely packed cells on, 
the pupillary border of the iris and at its junction 
with the ciliary body. 

It is now gencrally agreed that the hyaline layer 
of Descemet’s membrane is the product of the 
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endothelial cells lining it. Pathological formations 
of such hyaline membranes occur: (1) after perforat- 
ing wounds of the cornea in which the gap left by 
the retraction of the divided ends of Descemet’s 
membrane becomes bridged across, first by endo- 
thelial cells and later by a newly formed hyaline 
layer; (2) in cases of anterior synechia of the iris 
formed either by perforation of the cornea or as a 
result of a failure in separation of the iris from the 
cornea in fetal life and in cases in which a new forma- 
tion of hyaline membrane with endothelial cells on 
its anterior surface extends over the surface of the 
iris from the seat of the adhesion; (3) in cases of long- 
standing glaucoma in which the angle of the anterior 
chamber has been blocked for some time by adhesion 
of the root of the iris to the back of the cornea and 
in which a newly formed hyaline membrane is found 
to spread around the angle of the chamber on to the 
anterior surface of the iris, endothelial cells being 
present on its anterior surface. 

At first Collins believed that the endothelium of 
the iris had acquired the function of forming a 
hyaline membrane like that of the endothelium of 
Descemet’s membrane, but he has come to think it 
more probable that there is an extension of the 
endothelium of Descemet’s membrane on to the 
surface of the iris along the course of the anterior 
synechia and that this endothelium is responsible for 
the development of the hyaline membrane. 

Wood cites a case which confirms Collins’ theory. 
At the site of one of the adhesions of the iris to the 
cornea there was found considerable thickening of 
the hyaline tissue. Formation of hyaline tissue of 
this character is very slow. As there was no sign of 
there having been a perforation of the cornea at the 
seat of the adhesion or of any past inflammation, 
Collins thinks it is most probable that the adhesion 
was due to a congenital failure in the separation of 
the iris from the cornea. In cases of melanosis of the 
iris examined by Collins there was found dense pig- 
mentation of the anterior layers, the endothelium, 
and the cells of the anterior limiting layer. 

In the history of Wood’s case there is nothing to 
show how long the melanotic area had been present 
but, in view of what is known with regard to similar 
patches in other cases, Collins thinks that in all prob- 
ability it must have dated from birth or early in- 
fancy. The round projections seemed to be made up 
partly of endothelium cells and partly of a smaller 
variety of cells. 

Melanosis of the iris has been observed in several 
cases in association with pigmented nevi of the skin 
of the eyelids or of the face. The accumulations of 
cells do not appear to be inflammatory nor of a 
spindle-shaped cell type. Whether or not such areas 
are beginning to be malignant cannot be determined 
by histological examination alone. 

The author concludes that a primary congenital 
defect in the iridopupillary membrane must have 
been responsible for its imperfect separation from 
the back of the cornea and for the production of the 
anterior synechiz and persisting portions which form 


protrusions on the surface of the iris. There must 
also have been a formation of a congenital naevus 
resulting in the production of the abnormal area of 
pigmentation and areas of embryonic tissues. The 
endothelium of Descemet’s membrane, because of 
the anterior synechiz, must have spread on to the 
surface of the iris and formed there an abnormal 
hyaline layer. This hyaline layer, extending around 
the angle of the anterior chamber in a portion of its 
extent as well as over the surface of the iris, must 
have caused some hinderance to the normal channels 
of exit for fluid from the eye and so predisposed the 
eye to glaucoma. Lestie L. McCoy, M.D. 


Zur Nedden: The Curative Value of Aspiration of 
the Vitreous. Arch. Ophth., 1928, lvii, 109. 


Zur Nedden advocates aspiration of the vitreous 
in cases of hemorrhage into the vitreous, iridocy- 
clitis, glaucoma, optic atrophy, and ectogenous in- 
fection. After the careful introduction of a lancet- 
needle cannule he removes o.2 c. cm. of fluid from 
the center of the vitreous, which is always more fluid 
than the periphery. 

The good results which Zur Nedden has obtained 
depended upon the removal of the opacity and re- 
sorption following aspiration. His experiments on 
animals and observations on humans have led him 
to believe that lost vitreous is speedily and sponta- 
neously replaced almost as quickly as in the case of 
aqueous. Substitution of saline solution is contra- 
indicated because it delays the natural healing proc- 
ess and irritation as well as infection may follow. 

Virci Wescott, M.D. 


Yudkin, A. M., Krause, A. C., and Morton, D. G.: 
The Experimental Transmission of Arsenic to 
the Aqueous Humor. Arch. Ophth., 1928, \vii, 147. 


The authors report that many drugs have been 
recovered in the aqueous humor and that the role of 
the arsenicals in the general treatment of lues adds 
importance to their presence in the fluids of the eye. 

The authors have carried out experiments on dogs 
and have concluded that after neoarsphenamine has 
been injected intravenously, small amounts perme- 
ate the aqueous, that paracentesis of the anterior 
chamber before or after the injection greatly in- 
creases the amount of arsenic found in the aqueous, 
that within a few hours but little arsenic remains, 
and that the instillation of a miotic increases the 
arsenic content. Vircit Wescorrt, M.D. 


EAR 


Marriott, McK.: Pediatric Aspects of Otolaryngol- 
ogy. Ann. Olol., Rhinol. & Laryngol., 1928, xxxvii, 
"i. 

In discussing the question of nephrosis in children 
the author says that a fair number of these patients 
show rhinopharyngeal infections and that treatment 
of these infections is often followed by improvement 
in the clinical condition. In all cases of nephrosis a 
careful examination of the nose and throat should 
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be made and if definite infection is found, appropriate 
treatment should be instituted. 
James C. BraAswe tt, M.D. 


Lillie, H. I.: Recent Clinical Observations on In- 
volvement of the Blood Stream in Otitic 
Disease. Ann. Otol., Rhinol. & Laryngol., 1928, 
XXXvii, 388. 


Phlebitis of the sigmoid sinus must not be confused 
with mural obliterating or degenerating thrombosis. 
By phlebitis is meant inflammation of the wall of 
the vessel before mural thrombosis has taken place. 

Lillie says that infection may extend from the 
temporal bone to the venous sinuses in several dif- 
ferent ways: (1) by direct absorption of the infection 
through the small vessels in the diseased mastoid, 
sometimes without visible changes in the appearance 
of the sinus wall; (2) by the development of phlebitis 
of the sinus, without parasinus abscess, by continuity 
from the infected bone of the sinus groove; (3) by 
direct extension into the sinus because of the break- 
ing down of the wall of the sinus by a parasinus 
abscess; (4) by the breaking down of the intima of 
the sinus by the disease process and onset of mural 
thrombosis; and (5) by the breaking down of an 
obliterating thrombosis within the sinus. 

The first two methods of extension are obviously 
encountered in the earlier cases and are character- 
istic of the types to be considered by the author. 
In the first and second types of the disease re- 
moval of the primary source of infection by a 
complete mastoid operation without interference 
with the venous sinus or jugular vein usually offers 
sufficient chance for control of the disease, so that 
it may be chosen as a well-directed conservative 
measure, particularly when the patient is otherwise 
in good or fair general condition. If subsequent 
surgical measures become necessary the delay oc- 
casioned by conservative treatment will not have 
materially increased the operative risk. 

From time to time it has been observed that 
immediately after the removal of packing from the 
wound of the mastoid in certain cases in which the 
sigmoid sinus had been exposed at operation there 
may be a sudden high rise in temperature, with or 
without a chill, followed by an _ uninterrupted 
convalescence if there was no further surgical inter- 
ference. Such a course of events could be explained 
by the absorption of infected material or the prod- 
ucts of infection into the sinus, as the removal of 
packing might disturb a natural protective barrier. 
In certain cases in which the mastoid dressing had 
not been changed early enough a sudden high rise 


in temperature might be relieved by removing . 


the packing and flushing the wound. In cases in 
which parasinus abscess was encountered and a 
natural protective barrier had been established 
there was rarely any febrile reaction after operation. 
If symptoms and signs of involvement of the sinus 
were present before mastoid operation, but no 
objective sign of involvement of the wall of the 
sinus could be made out at the time of the operation, 
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non-interference with the sinus itself was followed 
by uninterrupted corvalescence. This could be 
explained on the basis of removal of the primary 
focus of infection before damage to the wall of the 
sinus had taken place. 

These observations support the hypothesis that 
absorption takes place in the early cases directly 
into the blood stream through the vasa vasorum into 
the sinus. Because of the fact that the cranial sinuses 
are but sparsely covered with lymphatics it is there- 
fore not very probable that absorption takes place 
through such a channel. In certain cases of para- 
sinus abscess in which a natural barrier had been 
established, absorption was prevented. In fact the 
presence of visible changes over the surface of the 
sinus furnished no proof that the wall of the vessel 
was involved throughout its entire thickness. 

The author therefore assumed that in certain 
early cases, even those in which septicemia could 
be demonstrated by blood culture, the disease 
might be controlled by the institution of suitable 
methods so that further surgical interference would 
be unnecessary. To this end the diseased bone was 
removed by a complete mastoid operation, the wall 
of the sinus was uncovered until normal-appearing 
dura was encountered, and the dura was not forced 
away from the edges of the bone by packing the 
wound, but instead allowed to tampon against the 
edge of the bone under intracranial pressure and 
thus afford mechanical obstruction to involvement. 
Recent experience with such cases in the early stage 
of the disease has justified this procedure. 

During the past year Lillie observed five cases 
of acute suppurative otitis media and mastoiditis 
in which signs and symptoms of invasion of the 
blood stream suddenly appeared during the course 
of an otherwise satisfactory convalescence. At no 
time before the marked change in the course of the 
disease had there appeared any of the usual positive 
symptoms or signs of surgical mastoiditis. All but 
one case had been observed from the onset of the 
otitis media. 

Kopetzky, S. J.: Studies in Otitic Sepsis. Amn. 
Otol., Rhinol. & Laryngol., 1928, xxxvii, 329. 

A detailed study of twelve cases of otitic sepsis is 
reported by Kopetzky and the outstanding features 
of each case are summarized. No attempt was made 
by the author to select unusual cases for this study. 

In the first case reported the important factor is 
the presence of diabetes. Since mastoiditis in a dia- 
bet’c is almost painless and asymptomatic, operative 
intervention is indicated earlier than in the usual case 
of acute mastoiditis. Headaches which are due to the 
mastoid lesion should disappear soon after operation, 
but if they persist or return after the mastoid oper- 
ation, the presence of a sinus phlebitis should be 
strongly suspected. The headache due to sinus 
phlebitis is almost always localized on the affected 
side. 

The temperature reaction in these cases is more 
important than the presence or absence of chills. 
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Only when the sinus phlebitis threatens general 
systemic invasion is a chill present. All but three of 
the cases reported by the author showed a septic 
temperature. The absence of a septic tempe ature 
or the presence of only a slight elevation in temper- 
ature does not necessarily exclude the diagnosis of 
sinus phlebitis. 

The otoscopic picture before operation gives no 
information as to the presence or absence of a sinus 
phlebitis. Signs that appear later in the course of 
an otitic sepsis are an enlarged spleen, papilloedema, 
petechial haemorrhages, and a metastatic lesion. 

In acute haemorrhagic mastoiditis no information 
can be gained by inspection of the sinus wall or 
plate, since the interior of the sinus becomes in- 
fected by the extension of thrombi in the smaller 
vessels. 

The findings at operation which establish a diag- 
nosis of sinus phlebitis differ in the acute and in the 
chronic cases. An abscess with granulations present 
in the sinus wall should be viewed with the utmost 
suspicion. The obliteration of every sinus wherein 
an extensive periphlebitis is found should be effected. 

The blood culture is a valuable aid in the diag- 
nosis of sepsis. The limitations, however, must be 
understood before its value can be properly esti- 
mated. In almost every case of sinus phlebitis the 
total number of white cells and the percentage of 
polynuclears will be increased. In the presence of a 
persistent postoperative leucocytosis a sinus phle- 
bitis should be suspected. A gradual fall in the red 
blood cells and haemoglobin after the primary 
mastoid operation indicates the continuance of a 
septic focus. Transfusion is resorted to only when 
the haemoglobin is low or has shown a gradua' re- 
duction 

Correlation of symptoms will lead to an earlier 
diagnosis of sinus phlebitis and early surgical inter- 
vention. 

In cases of sinus thrombosis, safety lies in the 
ligation of the jugular vein. When, after the re- 
moval of the thrombus and obliteration of the sinus 
with resultant free bleeding from the bulb, the blood 
picture shows a return to normal the jugular opera- 
tion may not be necessary. 

An unusual case of primary bulb thrombosis with 
recovery is presented and discussed. 

W. M. Paton, M.D. 


Goldstein, M. A.: 
Method. 


XXXVii, 379. 


Evolution of the Acoustic 
Ann. Otol., Rhinol. & Laryngol., 1928, 


In July, 1925, Goldstein defined the acoustic 
method as the stimulation or education of the hear- 
ing mechanism and its associated sense organs by 
sound relation as applied either by the voice or any 
sonorous instrument. In the present article the 
author traces the evolution of this method. 

The fundamental principle of vibratory stimula- 
tion has been generally recognized as having a prac- 
tical and definite place in the pedagogy of the deaf. 
It has frequently been observed by the author that 


at least 70 per cent of children with biological con- 
genital deafness retain some remnant of hearing and 
this remnant has been made the basis of this special 
training. ‘The conversational human voice was 
found to be of special value in dealing with these 
cases. 

Every pupil who receives this type of education 
is given daily systematic training irrespective of his 
degree of deafness, his age, or scholastic status. A 
harmonium is used for passive education and the 
human voice for active education. Since the intro- 
duction of the radio, however, the use of the har- 
monium has been practically abandoned. Active 
acoustic education consists of analytic and synthetic 
acoustic exercises. 

Goldstein emphasizes the importance of persis- 
tency in the application of the acoustic exercises 
and states that the awakening of the first sound 
perception is usually sluggish. Comparative musical 
sounds awaken a mental differentiation in the brain 
as well as a physiological selective differentiation in 
the organ of Corti. Infinite pains must be taken to 
develop word imagery. W. M. Paton, M.D. 


Sonnenschein, R.: The Rationale of Tuning Fork 
Tests. Ann. Olol., Rhinol. & Laryngol., 1928, xxxvii, 
309. 

Sonnenschein describes briefly the so-called func- 
tional tests of hearing which are being used today 
by otologists for differential diagnosis and mentions 
the various types of apparatus, such as tuning forks 
and audiometers, giving their limitations and pos- 
sibilities. He also describes the newly developed 
magnesium tuning forks, discusses the method of 
securing a standardization of forks, and gives the 
recommendations of the committee of the American 
Academy of Ophthalmology and Otolaryngology. 

C. C. Buncu, Ph.D. 


Bunch, C. C.: The Monochord in Upper Limit De- 
terminations as an Adjunct to Audiometry. 
Ann. Otol., Rhinol. & Laryngol., 1928, xxxvii, 372. 


The significance of the results of tests of auditory 
function as determined by audiometers is critically 
analyzed by the author, particularly in regard to 
measurements of tones near the upper limit of audi- 
bility. 

Certain cases which showed a complete loss of 
hearing for the tones with the audiometer can be 
shown by the use of the Struycken monochord to 
have a normal upper limit either by air conduction 
or by bone conduction. Other cases will show prac- 
tically the same upper limit determination with both 
instruments. In lesions in which there is a destruc- 
tion of the receptors for these high tones, neither 
type of tone will be heard. If the receptors are pres- 
ent and functioning but for some reason the stimuli 
fail to reach them, we are not justified in assuming 
that atrophy has occurred. 

Bunch believes that the monochord is a valuable 
adjunct to audiometry because of the fact that the 
high tones of the monochord are produced with 








ry 
lly 


di- 


of 

be 
| to 
ion 
rac- 
oth 
ruc- 
ther 
yres- 
muli 
ning 
sable 


t the 
with 





SURGERY OF THE 


much greater intensity than these same tones in the 
telephone of the audiometer. 


Shambaugh, G. E., and Holderman, J. W.: The 
Audiometer as a Device for Determining Quan- 
titatively the Hearing Function in Each Ear 
Separately. Ann. Olol., Rhinol. & Laryngol., 1928, 
XXXVii, 290. 

The authors report that certain cases in which 
there is obviously a complete unilateral deafness 
will show a residuum of hearing in the deaf ear when 
tested with the Western Electric 1A audiometer 
using the double head set. This, according to these 
writers, is due to the transmission of the sound by 
bone conduction to the opposite, hearing ear. On 
this basis they conclude that the audiometer cannot 
be used to determine absolute deafness and state 
that “the audiometer is a mechanism of some value 
for studying the physiology of hearing, but so far 
has been shown to be of very little practical value 
to an otologist.” C. C. Buncu, Ph.D. 


NOSE AND SINUSES 


Skillern, R. H.: Further Observations on the 
Ethmoid Problem. Ann. Otol., Rhinol. & Laryngol., 
1928, xxxvii, 173. 

The author discusses in detail the problem of 
disease of the ethmoid labyrinth. He is of the opin- 
ion that in many instances unsuccessful or even 
harmful results have followed extensive surgery of 
the ethmoid body proper. ‘The complete removal of 
the middle turbinate without interference with any 
portion of the ethmoid capsule is advocated in those 
cases in which no surgery had been attempted pre- 
viously. This procedure not only insures thorough 
aération of the entire ethmoid and adjacent areas. 
but also favors resolution or localization of the in- 
fection and thus makes the infection more amenable 
to surgical treatment. 

The author believes that the sacrifice of the middle 
turbinate is fully justified and that the physiological 
importance of this structure is often exaggerated. 
The removal of the middle turbinate by means of 
the scissors and snare is favored. On account of the 
danger of primary or secondary haemorrhage the 
posterior tip is usually left in situ. 

Turbinectomy should be considered as a prelimi- 
nary procedure to be followed in four or five days by 
the institution of daily treatment. Cotton tampons 
saturated in a fresh, warm solution of 25 or 50 per 
cent argyrol or an allied drug are placed in the upper 
pole of the nose and left there for from four to six 


hours. The average duration of the treatment is . 


about four or six weeks with gradual lengthening of 
the interval between treatments. This use of the 
tampons in combination with surgical interference 
has given very satisfactory results. 

Cases which have been operated upon previously 
present individual problems. The author believes 
that complete removal of the uncinate process is 
important. W. M. Paton, M.D. 
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Emerson, F. P.: Degenerative Changes in the 
Lining Membrane of the Maxillary Sinus and 
Their Relation to Systemic Infection. Ann. 
Otol., Rhinol. & Laryngol., 1928, xxxvii, 113. 


The author discusses the degenerative changes 
which occur in the mucoperiosteal lining of the dis- 
eased maxillary sinus. He says that pus may be 
found between the mucoperiosteum and the bony 
wall or an osteitis may be present. On section, 
chronic inflammation usually of a diffuse character 
is disclosed. 

The history of each patient should be carefully 
taken, as valuable information may thereby be ob- 
tained as to some systemic disease. Local examina- 
tion often discloses an associated ethmoiditis with 
polypi. The mucosa is usually atrophic. Lavage 
may prove to be negative or it may result in the 
washing out of a gelatinous mass. Many patients 
are free from symptoms until an acute exacerbation 
occurs. Some patients are simply inconvenienced by 
what seem to be frequent colds, while others suffer 
from headache, neuralgia, or fatigue or are invalids 
because of systemic infection. 

Since the lining membrane has undergone de- 
generative changes, particularly when there are 
systemic symptoms following acute exacerbations of 
the chronic inflammatory process, the removal of 
this lining membrane constitutes the only treatment. 
The Caldwell-Luc operation is favored by Emerson. 
Four weeks should elapse after an acute exacerbation 
before the operation is performed. 

Emerson suggests pertinent additions to the Cald- 
well-Luc technique. He believes that great care 
should be taken to limit the initial incision so as to 
avoid disturbance of the anterior dental nerve sup- 
ply, but the opening of the canine fossa should be large 
enough to allow inspection of the entire cavity. In 
the usual chronic case no postoperative treatment 
isneeded. Applications of from 25 to go per cent silver 
nitrate are useful in long standing cases. The solu- 
tion is applied to the dried cavity about two weeks 
after the operation. 

Seven complete case histories are presented and 
discussed in detail by the author. 

W. M. Paton, M.D. 


MOUTH 


Blair, V. P.: The Why and the How of Harelip Cor- 
rection. Ann. Otol., Rhinol. & Laryngol., 1928, 
XXXVii, 190. 

In discussing the subject of harelip correction, 
Blair emphasizes the necessity of a thorough ap- 
preciation of the underlying principles, of skill in 
applying these principles, and of avoiding false 
moves. ‘The early closure of the lip is important 
even if its only accomplishment is that the mother 
is then able to exhibit her baby without apology. 

The normal lip is described by the author. In 
harelip correction the surface anatomy should be 
approximated as closely as possible, except that the 
philtrum is not constructed because at least one 
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of its lateral ridges is always missing. The absence 
of the philtrum is, however, not very noticeable. 

The repair of the lip cleft is basically the same 
for all degrees of cleft including those in which the 
alveolus and the palate are also involved. In all 
stages there is some actual lack of tissue at the 
lower border of the lip, some lateral displacement of 
the two halves of the lip to either side of the cleft, 
and some flattening of the nostril on the affected 
side, the degree of each being in some proportion 
to the width of the cleft. ‘The specific objectives of 
the operation should be to bring about the best 
possible immediate restoration of the lip, ala, and 
floor of the nostril. If these are well accomplished, 
subsequent growth should further improve the re- 
sult by bringing the external nose to the midline and 
gradually closing the open alveolus, thus giving an 
approximately normal relation to the dental arches 
and producing a palate condition that can later be 
closed by midline suture of the mobilized soft 
tissues. Any form of lip closure, if done early 
enough, no matter how unsightly, will usually be 
followed by a good approximation between the 
maxilla and premaxilla, but if the floor of the nostril 
is made too narrow, permanent obstruction is 
produced; if it is too wide, there will be increasing 
displacement of the external nose to the opposite 
side. 

Blair traces the types of operations from the time 
of Celsus to the present. The basic principles of the 
Mirault operation for single harelip, published in 
1844, have been used for the past ten years by 
the author. The use of a single type of operation, 
accurate measuring, and marking will make for the 
best results. 

Accurate, readable, visual records will do much 
to improve results. The author says that there are 
three things that influence a result: first, the quality 
of operation; second, the subsequent scar distortion; 
third, the subsequent growth. As a rule scar con- 
traction of good non-infected scars is negligible, as it 
usually loosens in time and within a year the con- 
dition is a replica of what it was immediately 
after operation. On the other hand the variety of 
results that may occur in the surgeon’s first cases 
can be most bewildering. If photographs, drawings, 
and casts are made of what was done at each 
operation and of the condition at the various 
stages, it will take much less time and fewer failures 
to distinguish the desirable from the undesirable 
procedures than if only written records are kept. 
For instance the forceful approximation and wiring 
of the maxilla gives an immediate condition that 
very much facilitates the closure of the previously 
wide-spread lip cleft, but the author’s records of 
these cases during their subsequent growth show 
that in a few cases, distressing growth distortions 
occurred and these results caused the abandonment of 
this type of operation. 

The preliminary marking points are made by 
pricking with a hypodermic needle or “crow quill” 
pen dipped in an aqueous solution of methylene 


blue and are so placed as not to be eliminated by the 
cuts; in this way they can also serve as guides in 
placing the key sutures. 

extreme accuracy is necessary in planning, cut- 
ting, and suturing. One sixty-fourth of an inch 
one way or the other will make a noticeable differ- 
ence. The calipers as suggested by Thompson 
should be used, but in the final analysis the eye 
will give the most accurate check. 

Whether the cleft is wide open or just a notch in 
the vermilion border, there will be some spreading 
of the nostril. Better results, both cosmetic and 
functional, will follow a correction that in part 
rotates the axis of the nostril instead of relying en- 
tirely upon the removal of tissue from the floor. 

In infants or young children this rotation can 
usually be partially or completely accomplished 
by the mobilizing of the base of the columella and 
related nasal mucosa, contouring of the ala, and 
proper suturing of the floor. 

In older children over three or five years of 
age, this simple mobilizing of the columella and 
septal mucosa may not be sufficient. In such cases 
the columella is deeply split longitudinally and the 
half columella on the cleft side, together with the 
adjoining mucosa, is thoroughly freed by deep 
undermining, preferably without breaking through 
the septal mucosa. Next, the skin of the tip of the 
nose is undermined and a triangular piece of the 
latter is removed from above the displaced nostril. 
This permits the freed half of the columella to be 
sutured forward and will allow the displaced 
nostril to be rotated into its proper position. Re- 
placing the nostril also restores the external 
contour. Normally, the extreme lower end of the 
ala curves around until it points rather directly 
toward the base of the columella. In the wide-open 
cleft it may point almost straight outward. With 
various amounts of spreading, any degree of lack 
of incurving may be found. In correcting the spread 
nostril it is essential that the ala be rotated to con- 
form to its fellow. In accomplishing this in an ala 
that is flat the lining skin will buckle in a way to 
obstruct the lumen. In order to overcome this and 
the accompanying droop of the free border of the 
ala, an incision is made in the lining of the outer 
wall and roof from the floor to the septum approx- 
imately along the upper border of the lower lateral 
cartilage. Below this cut the skin is freed from the 
underlying cartilage as far as the free border of the 
ala. This freeing of the bulging: lining permits the 
apparent surplus to be drawn up into the ventricle 
and into the outermost part of the vestibule where 
it belongs, the new relation being maintained by 
through-and-through mattress sutures. 

James B. Brown, M.D. 


Bulleid, A.: Apical Infection. Proc. Roy. Soc. Med., 
Lond., 1928, xxi, 801. 


Bulleid thinks that rarefied areas probably repre- 
sent the commonest and the most dangerous type of 
“apical osteitis,’ because there is no local tissue 
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resistance to the spread of the infection directly into 
the blood stream. Tissue resistance is indicated, 
however, by the presence of granulomata, which are 
most commonly found on dead teeth when there is 
drainage. 

The author says that dead teeth which have root 
fillings extending to the apex are most likely to show 
apical osteitis. If skiagrams demonstrate the pres- 
ence of osteitis at the apices of dead teeth which have 
no root-canal fillings or only partially filled canals, 
extraction will prove in a certain proportion of these 
cases that there is an adherent granuloma. 

James C. BRASWELL, M.D. 


PHARYNX 


Riecke, H. G.: On the Subject of the Pathogenesis 
of Suppurations in the Parapharyngeal Space 
following Acute Angina and the Report of a 
Case with Erosion of the Blood Vessels (Zur 
Pathogenese der Eiterungen im Spatium paraphar- 
yngeum nach akuter Angina an Hand eines Falles 
mit Gefaessarrosion). Deutsche Ztschr. f. Chir., 1927, 
CCV, 347. 

Riecke reports the case of a girl, four years of age, 
who suffered from bilateral angina. After two days 
there was a slight thickening under the right auricle 
and behind the angle of the jaw and pain in the ear. 
On the fifth day there was a moderate hemorrhage 
from the right auditory canal and on the eighth day 
marked bleeding from the nose. 

When the child was admitted to the clinic her 
temperature was 37.2 degrees C. On the right side 
of the neck and under the auricle there was a 
moderately firm and coarsely nodular swelling which 
extended into the region of the parotid gland. The 
glands at the angle of the jaw and on the blood 
vessels of the neck -were swollen. The right palate 
and region of the tonsil were markedly prominent. In 
the right auditory canal there was a yellowish, 
bloody fluid. 

An antrum operation was performed but no pus 
was found in the cells and antrum. An opening was 
then made at the anterior edge of the sternocleido- 
mastoid muscle leading behind and mesially to the 
digastric muscle and revealing a roomy cavity from 
which escaped abundant sanguineous pus. With the 
finger it was possible to palpate without difficulty 
high up and also toward the tonsillar region and to 
penetrate to the lateral rhinopharyngeal wall. The 
cavity contained many blood clots. A thick sound 
could be introduced without difficulty from the 
auditory canal into this cavity through the site of 
the parotid gland. After the cavity had been care- 
fully cleansed, there suddenly occurred a moderately 
severe hemorrhage which was not stopped by pack- 
ing. A suitably prepared rubber drain was pushed 
into the parapharyngeal space and the gauze packing 
was replaced by iodoform gauze. This resulted in 
a more marked dark blue bleeding and the packing 
was repeated. Death occurred one hour after the 
operation. 
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This was a case of fatal erosion of the blood vessels 
with hemorrhage into the pharynx and auditory 
canal in connection with a suppuration in the para- 
pharyngeal space following angina, possibly a 
scarlatinal angina. The source of the bleeding was 
not determinable even at necropsy but it was be- 
lieved that a small blood vessel had been affected 
(repeated haemorrhages). The infection of the 
parapharyngeal space apparently occurred by way 
of the lymphatics (a suppurating gland). 

Among the complications following angina, erosion 
of the blood vessels is encountered more rarely than 
the ‘“‘postanginal pyemia.” This does not always 
develop as a result of descending thrombosis of the 
veins, but the infection of the large veins of the neck 
occurs frequently by way of an adherent suppurating 
lymph node. Frey (Z.) 


Greenfield, S. D.: Peritonsillar Infection. Arch. 
Ololaryngol., 1928, vii, 239. 

The pathology, differential diagnosis, complica- 
tions, and treatment of peritonsillar infection are 
discussed in detail by Greenfield and special atten- 
tion is called to the fact that peritonsillar infection 
may become extremely dangerous, even to the extent 
of being a menace to life. 

Peritonsillar abscess indicates the presence of a 
bacterial infection in the tonsil or in a remnant of 
tonsillar tissue. In most cases the infection spreads 
by way of the lymphatics of the loose areolar tissue 
in the immediate vicinity of the tonsillar capsule. 
In some cases infection reaches the peritonsillar 
tissues through the epithelial lining at the base of a 
crypt. The products of inflammation dissect the 
tonsil with its capsule from the tonsillar bed and 
push it toward the median line. 

In the majority of cases the pus finds its way into 
the supratonsillar fossa. In some cases, however, it 
passes behind the tonsil and burrows downward, 
causing bulging of the posterior pillar and forward 
displacement of the tonsil. Difficulty and great 
pain on swallowing are characteristic features in 
these cases. In a third type of case the pus finds its 
way behind and external or lateral to the tonsil. 
The process develops more slowly and the symptoms 
point to a more deeply seated suppuration. ‘Tris- 
mus is noted early in this group. Occasionally the 
pus burrows laterally through the superior con- 
strictor muscle of the pharynx and localizes in the 
pharyngomaxillary space or extends downward into 
the mediastinum. 

Peritonsillar abscess may originate in caries and 
impactions of the last molar tooth and result from a 


_limited phlegmonous periostitis. Another form of 


peritonsillar infection may follow tonsillectomy. 
Atypical peritonsillar infections are commonly 
caused by the presence of dense scar tissue in and 
about the tonsil resulting from previous incisions, 
Such scars may act as distinct partitions and favor 
the production of a multilocular abscess. So-called 
latent abscesses are occasionally encountered during 
tonsillectomy. Peritonsillar infec.ions that subside 
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easily and rapidly without incision are probably due 
to spontaneous rupture. The site of the rupture 
may be small and easily overlooked. Bilateral peri- 
tonsillar abscess occurs occasionally and does not 
differ essentially from unilateral involvement. 

The diagnosis of peritonsillar abscess is usually 
easy to make. In retropharyngeal abscess the out- 
standing feature is the absence of inflammatory 
change in the soft palate and tons‘l. The diagnosis 
is easily verified by palpation. In the septic form 
of diphtheria, swe.ling of the soft palate may simulate 
peritonsillar abscess. Early sarcoma of the tonsil 
may simulate peritonsillar abscess, as shown in one 
of the cases cited by Greenfield. Vincent’s angina 
also is somet mes confused with abscess. 

Complications encountered by the author in- 
cluded general sepsis, meningitis, hamorrhage, acute 
laryngeal oedema, cervical abscess, polyarthritis, 
and acute endocarditis. Illustrative case histories 
with detailed discussion are given. 

Greenfield advocates the early incision of the 
abscess. An appreciable amount of pus is usually 
present on the third day. 

The selection of the site for incision depends upon 
local conditions. ‘The author prefers an ample 
vertical incision over the point of maximum swelling 
in case; in which marked bulging is found in the 
supratonsillar region. ‘The incision is usually fol- 
lowed by the introduction of a blunt nasal forceps. 
When pus descends into the posterior pillar, the 
latter must be incised. Atypical cases, of course, 
present individual problems. Tonsillectomy should 
not be performed at the time of the incision of the 
abscess. 

Hot fomentations applied externally are used to 
hasten the suppurative process. General treatment 
includes catharsis, the administration of salicylates, 
and the relief of pain by morphine. Hot irrigations 
are comforting and beneficial. 

W. M. Paton, M.D. 


NECK 


Grasmann, M.: The Question of Postoperative 
Tetany (Kin weiterer Beitrag zur Frage der post- 
operativen Tetanie). Deutsche Ztschr. f. Chir., 1927, 
CCV, 102. 

In Sauerbruch’s clinic in Munich about 1.3 per 
cent of the patients develop tetany after operations 
for goiter, in the Schwabing Hospital 2 per cent, and 
in the Krecke clinic almost 3.4 per cent. In the 2,600 
cases reported by Grasmann only 3 cases (0.1 per 
cent) developed tetany. The author believes that the 
great difference in results must be due to variations 
in the technique of the goiter operation. 

Heretofore, the opinion has been generally held 
that particular caution in regard to injury to the 
parathyroids is necessary only in manipulations of 
the lower portion of the goiter and that no special 
pains need be taken in operations on the upper 
portions. However, such is not the case. The entire 
parathyroid apparatus must be retained and injury 


to the upper as well as to the lower parathyroids 
must be avoided. Hence, the trunk of the superior 
thyroid artery must not be ligated, for if this is done 
the parathyroid body may be injured during the 
luxation or resection of the upper pole of the thyroid. 
The posterior branch of the superior artery, in 
particular, must be spared. 

The author therefore recommends leaving the 
upper pole of the thyroid in situ at operation, includ- 
ing in the clamp only the anterior branches of the 
superior artery and removing the goiter tissue from 
the upper pole by a wedge-shaped resection. In this 
way a few millimeters of tissue will be retained 
mesially, dorsally, and laterally. When all of the 
parathyroid, especially the upper portion, is pre- 
served tetany will not occur. MARWEDEL (Z). 


New, G. B.: Blastomycosis of the Larynx. Ann. 
Olol., Rhinol. & Laryngol., 1928, x .xvii, 240. 


The author presents two cases of blastomycosis 
of the larynx—an unusual condition which has pre- 
viously been reported only three times. He calls 
attention to certain features that should suggest the 
disease, namely, a chronic inflammatory infiltrating 
lesion of the larynx in an individual whose history, 
tests, and examinations definitely rule out syphilis 
and tuberculosis. The lesion is of a grayish, nodular, 
infiltrating type and looks like mucous membrane 
that has been touched with silver nitrate. 

The final diagnosis of this condition must be made 
upon the finding of the organisms in multiple small 
abscesses in the tissue. The microscopic picture 
often resembles that of tuberculosis and unless the 
pathologist is on his guard and carefully darkens 
the field the organisms will not be seen and the 
diagnosis will not be made. In the microscopic study 
of cases in which primary laryngeal tuberculosis or 
chronic laryngitis of indeterminate nature is thought 
to be present, the possibility of the presence of 
blastomycosis should be considered. 


Scott, G. D.: Extensive Cut-Throat with Complete 
Laceration of Trachea and (Esophagus. J. Am. 
M. Ass., 1928, xc, 689. 

The author reports a case of complete division 
of the trachea and cesophagus. The patient, as a 
result of an automobile accident, had a wound in 
the middle third of the neck large enough to admit 
the fist. The operation was performed with no anas- 
thetic and with the patient in a sitting position 
because leaning back induced coughing and made 
breathing difficult. The skin surrounding the wound 
was cleansed with alcohol and the wound itself was 
washed with sterile water. 

The oesophagus was united by interrupted chromic 
catgut sutures. The upper portion was apparently 
very thin walled. The muscular coat on the poste- 
rior wall was first approximated with interrupted 
catgut and then the mucous membrane, the knots 
being tied on the inside of the lumen. The mucous 
membrane and the muscular coats on the interior 
wall were then approximated in like manner, the 
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knots being tied external to the lumen. The deep 
fascia and constrictor muscles of the cesophagus 
were approximated. Next the trachea was approx- 
imated and sutured. Approximation was carried 
around the trachea to the anterior wall, but before 
the four last sutures were tied a stab wound was 
made about an inch below the trachea wound and 
a tracheotomy tube inserted. Two cigarette drains, 
one on either side of the trachea, were inserted 
between the trachea and the carotid sheath. The 
platysma was sutured with interrupted chromic cat- 
gut and the skin with skin clips. The operation was 
completed in thirty-five minutes. 

The patient appeared to suffer very little pain and 
immediately after the operation was able to drink 
two glasses of ice water. The next morning, gastros- 
tomy was performed and the patient was given 
nourishment through the gastrostomy tube. The 
drains in the neck were removed at the end of forty- 
eight hours. There was very little infection. 

Several weeks after discharge from the hospital 
the patient complained that he could not swallow 
even semisolids. (Esophageal bougies were intro- 
duced weekly for three months and monthly for a 
while thereafter. He can now speak for a short time 
in a normal tone. Burton Criark, Jr., M.D. 


Tucker, G.: Cancer of the Larynx: Symptom- 
atology, Diagnosis, and Treatment. Surz., 
Gynec. & Obst., 1928, xlvi, 303. 

Tucker in his article on cancer of the larynx 
reports the following conclusions: 

1. The earliest symptoms of cancer of the larynx 
are hoarseness and local discomfort. Persistence of 
these symptoms in an adult should suggest the 
possibility of cancer and the patient should be kept 
under the observation of an expert laryngologist 
until a definite diagnosis is made. Mirror examina- 
tion, although it is the most important method of 
study, does not give conclusive evidence and should 
be supplemented by general examination, X-ray 
examination, serological studies, direct laryngoscopy, 
and biopsy before a diagnosis of cancer is definitely 
excluded in a suspicious case. 

2. Early diagnosis will permit a cure by laryngo- 
fissure in about 80 per cent of cases. 

3. Biopsy by means of the direct laryngoscope 
should give a positive specimen in every case of 
cancer of the larynx, but if the findings are incon- 
clusive or negative, biopsy should be repeated if any 
suspicion of cancer remains. In the hundreds of 
cases of cancer of the larynx in which a specimen has 
been removed for histological examination at the 
Bronchoscopic Clinic of the Jefferson Medical Col- 
lege, Philadelphia, no evidence of metastasis as the 
result of biopsy has ever been observed. 

4. Laryngectomy, subhyoidpharyngotomy, and 
lateral pharyngotomy will result in the cure of many 
of the extensive inérinsic and extrinsic cases. 

5. In inoperable cancer of the larynx, trache- 
otomy and palliative radiation may be advisable. 

Cart R. STEINKE, M.D. 
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Pemberton, J. de J.: Malignant Disease of the 
Thyroid Gland. Ann. Surg., 1928, \xxxvii, 369. 


Pemberton’s clinical study of 457 cases of malignant 
disease of the thyroid (276 operative and 181 non- 
operative cases) may be summarized as follows: 

The frequency of carcinoma of the thyroid as 
compared with benign nodular tumors is 1:36.7 
(2.7 per cent). As compared with all benign enlarge- 
ments it is 1:60 (1.66 per cent). The age incidence 
corresponds to that in cases of carcinoma in general, 
69 per cent of the operative cases being in the fourth, 
fifth, and sixth decades of life. The malignant lesion 
predominates in the female, in the ratio of 2:1. In 
87 per cent of all the cases there was definite evidence 
of a pre-existing benign goiter. 

The pathological classification of the malignant 
tumors was sarcoma in 1 per cent, diffuse sarcoma in 
25 per cent, carcinoma in fetal adenoma in 38 per 
cent, and papillary adenocarcinoma in 30 per cent. 

Even in the absence of the characteristically 
hard, irregular nodular tumor fixed to the neighbor- 
ing tissues, malignancy should be suspected in all 
tumors of the thyroid in which there has been 
recent, rapid growth with or without associated 
hoarseness and paralysis of a vocal cord. In the 
cases reported by Pemberton the clinician suspected 
the malignant nature of the tumor in only 35 per 
cent of the operative cases and the surgeon suspected 
it in 69 per cent. 

Metastasis takes place through the lymph and 
blood systems and occurs frequently and usually 
early in the course of the disease. The most frequent 
sites of secondary involvement are the regional nodes 
(69 per cent), the lungs (24 per cent), the chest and 
mediastinum (16 per cent), and the bones(6 per cent). 

Operation supplemented by irradiation is the 
treatment of choice, as the adenoma must be looked 
upon as a precursor of malignancy. Although the 
danger entailed by the retention of an adenoma can- 
not be computed it is not over 2.7 per cent. 

The results of the surgical treatment of carcinoma 
of the thyroid are more encouraging than is popularly 
believed. Of the 204 patients operated on during the 
period from 1907 to 1923, inclusive, 66 (32 per cent) 
are living after a lapse of from three to eighteen 
years. These results are influenced for the most 
part by the type of the growth and the grade of the 
malignancy. Of those patients with sarcoma none 
is alive, of those with diffuse carcinoma 21 per 
cent are alive, with carcinoma in fetal adenoma 38 
per cent are alive, and with papillary adenocar- 
cinoma 48 per cent are alive. Thirty-two per cent of 
the patients in whom malignant disease was diag- 


nosed before operation, are living three years or 


longer after operation. 


Syring, R.: Experiences with 1,000 Goiter Opera- 
tions (Erfahrungen bei 1,000 Kropfoperationen). 
Beitr. z. klin. Chir., 1927, cxli, 619. 

Syring reports on the experience he has gained in 

1,018 goiter operations. In 93 per cent of the cases 

there were bilateral goiters of every anatomical type, 
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ranging from the parenchymatous and parenchyma- 
tous-colloid goiters to the nodose and nodose-cystic 
goiters. Substernal forms were frequently seen. 
Although narrowing of the trachea, dilatation of the 
heart, and displacement of the carotids were common, 
true narrowing of the oesophagus was rare. 

It was found that parenchymatous and parenchy- 
matous-colloid goiters in young persons reacted well 
to removal of all of the cysts. Cases of genuine 
Basedow’s disease were operated upon as early as 
possible. The author says that small goiters asso- 
ciated with symptoms of general nervousness are 
not always thyrotoxic and in some cases general 
treatment for neurosis is successful. 

Technically the operation usually consists of 
bilateral resection with ligation of all four vessels. 
Only in cases in which tetany is imminent is the 
ligation limited to three of the vessels. Special 
attention is given to the resection of the lobus 
pyramidalis and the isthmus and the exposure of 
the anterior wall of the trachea. Local anaesthesia 
combined with morphine-scopolamine should be used. 

The following complications occurred during 
operation in the cases reported by Syring: an 
epileptiform attack which was apparently the result 
of novocaine intoxication, excited states ascribable 
to scopolamine idiosyncrasy, and severe hemorrhage 
due to the wounding of veins. In three cases the 
common jugular vein was involved. Strong ad- 
hesions or operations for recurrence were usually at 
fault. The author warns against blind attempts to 
clamp the bleeding point, as the recurrent laryngeal 
nerve may easily be injured. Air embolism without 
serious results occurred in six cases of injury to veins. 
It was usually possible to grasp and ligate the bleed- 
ing vessel, but in one case it was necessary to resort 
to tamponade. Severe asphyxia, as a rule, affected 
only young persons in whom the trachea was soft. 
In several instances tracheotomy was necessary. 
Special attention is given to a case of intratracheal 
thyroid cyst. Injury to the recurrent laryngeal nerve 
occurred in 2.4 per cent of cases, but in most instances 
the final results were either good or satisfactory. 

Following operation, asphyxia may occur in young 
patients with sheath-shaped trachew or with trachei- 
tis or in cases of compression of the trachea due to 
postoperative haemorrhage (1.4 per cent). Broncho- 
pneumonia occurred four times in Syring’s cases. 
Infection with suppuration developed in 1 per cent 
of the cases. A unique occurrence was that of cere- 
bral apoplexy in a young man on the fifth post- 
operative day. Fifty per cent of the patients evi- 
denced susceptibility to tetany but in only 3.1 per 
cent did this complication occur. Relief was obtained 
in every case by means of dietary measures (calcium- 
rich foods, parathyroid tablets, etc.) and trans- 
plantation of epithelial bodies was not considered. 
Postoperative psychoses developed in three instances. 
There were five malignant strumata. 

Recurrences were reported in 4.5 per cent of cases 
and the author is of the opinion that complete 
avoidance of this complication will perhaps never be 


realized. Asa prophylactic against recurrence Syring 
gives small doses of iodine for the first half year 
following operation. In the author’s series not one 
patient died either at the time or as a direct result of 
operation. KoEnic (Z). 


Frazier, C. H., and Mosser, W. B.: End-Results 
from the Surgical Treatment of Hyperthyroid- 
ism. J. Am. M. Ass., 1928, xc, 657. 


This study made by Frazier and Mosser of the 
end-results of the surgical treatment of hyperthy- 
roidism is based upon 146 cases of which 100 were of 
the hyperplastic toxic type and 46 were of the toxic 
adenoma type. 

The authors are of the opinion that iodine is a 
valuable pre-operative adjunct to sub-total thy- 
roidectomy. Of the patients studied 81.3 per cent 
had one-stage operations, 16 per cent had two-stage 
operations, and 2.7 per cent had three-stage opera- 
tions. All of the cases were followed for five years 
and the end-results have been tabulated. 

From their study the authors conclude that oper- 
ative treatment offers a chance for recovery from 
thyrotoxicosis in about 96 per cent of the cases, com- 
plete restitution can be expected in about 75 per cent 
of the cases, 15 per cent will have mild residual 
symptoms, 5 per cent will be permanently handi- 
capped, and 3 or 4 per cent will have recurrences. 

The degree of disability is proportional to the dura- 
tion of the disease. Since there is no medical treat- 
ment which can alter the course of hyperthyroidism, 
operative treatment should be given early. 

J. Frank Doucury, M.D. 


Pemberton, J. de J.: Causal Factors in the Surgical 
Mortality of Exophthalmic Goiter. N. York 
State J. M., 1928, xxviii, 256. 

The potential factors in the surgical mortality of 
exophthalmic goiter can be divided into three groups: 
(1) accidents which are often the result of technical 
error, (2) acute postoperative crises of exophthalmic 
goiter, and (3) the debility of the patient, most fre- 
quently the result of long-continued hyperthyroidism. 
By the perfection and standardization of the oper- 
ative technique, surgical accidents have been re- 
duced to a nominal figure. 

Formerly, postoperative explosive reactions were 
reduced in frequency and in intensity by the em- 
ployment of a multiple-stage operation, but since the 
introduction of iodine in the pre-operative prepara- 
tion of patients, both the reactions and the stage- 
operations have been practically eliminated. 

The time element is now the most influential fac- 
tor in the mortality rate in the :urgery of exophthal- 
mic goiter (0.56 per cent), as the casualties are 
practically confined to the group of patients who 
have had the disease for a year or longer. However, 
statistics show that patients with Graves’ disease 
are now coming to operation earlier. This is a most 
hopeful sign, for further improvement in the results 
of the surgical management is largely dependent on 
early diagnosis and treatment. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Atkinson, E. M.: Abscess of the Brain: Its Pathol- 
ogy, Diagnosis, and Treatment. Lancet, 1928, 
ccxiv, 483. 

In this Hunterian lecture delivered before the 
Royal College of Surgeons a review of the entire 
problem of brain abscess is given. The author desig- 
nates the fundamental criteria of diagnosis in the 
early period of brain infection following otitis media 
and emphasizes the necessity for early diagnosis. 
He advocates less hesitancy in exploration of the 
brain through the original focus of infection and 
states that the operation should always be done 
through this focus. 

Once the abscess has been located Atkinson uses 
drainage by means of a small and a large tube. The 
smaller tube is used for irrigation with saline or 
Ringer’s solution and the larger for the discharge 
of the irrigating fluid. Leo M. Davinorr, M.D. 


Krause, F.: Some of the Fundamental Principles 
and Results of Brain Surgery (Ueber die Grund- 
lagen und Erfolge der Hirnchirurgie). Deutsche med. 
Wehnschr., 1927, liii, 1757. : 

Krause describes briefly the fundamental princi- 
ples, the indications, and the results of operations on 
and in the brain. 

He says that trephining is such a safe procedure 
today that it may be considered to be harmless. 
Of great importance is the choice of anesthetic, which 
should be determined only after a careful considera- 
tion of the psychic condition of the patient. The 
two-stage operation which was formerly used with 
general anesthesia can usually be replaced by a one- 
stage operation with local anesthetic. The type of 
anesthesia to be used is of special importance in 
surgery of the cerebellum, because, when the deeper 
parts are attacked, the operation must be interrupted 
before irreparable disturbances of the heart or respi- 
ration occur. Attention is called to the danger of 
shock, which is especially great in operations on the 
brain. The most important requisites for brain 
surgery are careful asepsis, careful procedure with- 
out haste, complete hamostasis, and closure of the 
wound without drainage except in the presence of 
suppurative processes. 

By means of numerous examples the author calls 
attention to the importance of careful neurological 
diagnosis and says that whenever possible the 
assistance of a neurologist should be obtained. The 
author does not think that the complaints regarding 
the poor results of brain surgery are justified, because 
before an operation is performed the patients are 
usually in a hopeless condition. In view of the fact 


103 


NERVOUS SYSTEM 


that some lives may be saved or at least made more 
comfortable, brain surgery is undoubtedly worth 
while. 

The author differentiates between two types of 
brain tumors. In one type the tumor is sharply cir- 
cumscribed, it originates in the pia mater, is not 
adherent to the brain, but pushes it aside, and can 
be easily enucleated. In these cases a complete 
cure is effected with surprising rapidity. The second 
type includes the gliomata in which a trephining 
operation must be done to relieve pressure. 

The author emphasizes the fact that very often 
the relief obtainable with trephining is not fully 
appreciated by the medical profession, as otherwise 
patients would not be seen so often with well ad- 
vanced symptoms. The removal of hypophyseal 
tumors through the nose is also very helpful, even 
though the tumor is not entirely removed. The 
steeple skull of children, especially of the brachy- 
cephalic type, requires a trephine of the posterior 
cranial fossa. In one case of this type, operation 
completely restored vision in a boy of six years. 

Brain abscesses have an especially unfavorable 
prognosis, but the author reports four successful 
operations for this condition. One of his patients 
later fought in the trenches in the World War. 

The surgical treatment of epilepsy is also given 
consideration. Before the War there were 40,000 
epileptics in Prussia and Unverricht estimates that 
there were about 100,000 cases in Germany in 1900. 
The author believes that in these cases operation 
should be performed only in the presence of some 
focal symptoms. They are found in the early stage 
of the disease as are those observed in Jacksonian 
epilepsy. In the cases of convulsions due to cranial 
injury the nature of the attacks indicates the site 
for operative interference. The author believes that 
cases of Jacksonian epilepsy should always be oper- 
ated upon if no other cause for the convulsions can 
be found and he discusses the evaluation of the 
symptoms in great detail. In conclusion the author 
states that the operation gives satisfactory results 
in cases of epilepsy and is strongly indicated, be- 
cause the patients are not only a burden to them- 
selves but to their relatives and the community. 

VOGELER (Z). 


SPINAL CORD AND ITS COVERINGS 


Wieden, L.: Laminectomy in Tumors of the Spinal 
Cord and Other Non-Traumatic Diseases (Die 
Laminektomie bei Rueckenmarkstumoren und an- 
deren nichttraumatischen Erkrankungen). Beitr. 2. 
klin. Chir., 1928, cxlii, 121. 


In tabulating the cases operated upon at the 
Schloffer Clinic during the last thirteen years for 
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symptoms of compression of the spinal cord it was 
found that the number of cases had considerably 
increased since the introduction of myelography. In 
the thirty-one cases there were eighteen true tumors, 
two tuberculous granulation tumors, one adhesion 
of inflammatory nature in tuberculous spondylitis, 
and two cases showing the typical picture of a 
meningitis serosa cystica. In one patient only adhe- 
sions of the caudal fibers were found. In another 
they were found in a spina bifida occulta. Two 
cases were laminectomized for suppurative metas- 
tases in the spinal cord and in the vertebra. Brief 
histories of these cases are given by the author. 
Fourteen of the tumors were extramedullary (ten of 
these being benign), two were intramedullary, and 
two were metastatic. 

Although the initial symptoms varied quite con- 
siderably the radicular symptoms were, with few 
exceptions, predominant in tumors of the spinal 
cord. A noteworthy fact is that the benign intra- 
dural extramedullary tumors came to operation 
earlier than the malignant intradural extramedullary 
tumors. The diagnosis of the level of the tumor was 
made correctly in sixteen out of eighteen cases. The 
author describes the customary procedure of iodipin 
filling and the interpretation of the findings. Only 
transient injuries, never late injuries, were observed. 
In a case of peculiar localization the intramedullary 
injection was borne without pain or any other re- 
action. 

Of the thirty-four laminectomies eight were done 
originally under anesthesia. In only eight of the 
twenty-six operations done under local wnesthesia 
was it necessary to add inhalation anesthesia. 

For this operation the patient lies in the prone 
position. The opening is made in the usual way, 
the approach being made as wide as possible. No 
packing is used and the layers of the wound are 
closed in tiers. 

The author states that no spinal fluid fistula has 
ever resulted. Recovery followed in 72 per cent of 
his cases and in the extramedullary tumors alone 
it followed in 86 per cent of the cases. The mortality 
was 3.2 per cent- 

Irradiation should not be done before operation, 
but in tumors not removed radically, irradiation 
after the operation is advised. STAHNKE (Z). 


SYMPATHETIC NERVES 


Hartmann, H.: Sympathectomy in Obliterating 
Arteritis (La sympathectomie dans les cas d’artérite 
oblitérante). Bull. et mém. Soc. nat. de chir., 1928, 
liv, 272. 

Hartmann says that in sympathectomy performed 
on the superficial femoral artery in the middle of the 
thigh the whole of the arterial system of the leg is not 
affected. He believes that the operation would be 
more effective if it were performed on the common 
femoral at the base of Scarpa’s triangle above the 
origin of the deep femoral artery. In evidence of this 
he cites one of his own cases. 

The patient was a man, sixty-two years of age, 
whose left leg had been amputated in the middle of 
the thigh four years before. For about six months he 
had been having intense pain in the right leg, ulcers 
of the leg had developed, and some points of begin- 
ning gangrene were seen on the foot. On February 6, 
1926, Hartmann performed sympathectomy of the 
common femoral down to the origin of the deep 
femoral artery. The ulcers quickly healed and when 
the patient was seen more than two years later there 
was no further sign of ulcer or gangrene. The circula- 
tion was still poor in the leg, the foot was somewhat 
cold, and there was occasional pain in the calf caused 
by walking. There was also some pulsation in the 
lower part of the thigh and the upper part of the leg. 
Nevertheless, the patient, who was a fruit vender, 
was able to push his cart all morning and was able 
to climb seven flights of stairs to his room. 

In a similar case of Buerger’s disease the author 
was called in for consultation. The patient was a 
Russian journalist, thirty-five years of age. Hart- 
mann performed a sympathectomy of the common 
femoral and sixteen months later the patient was 
able to walk and do his work, although, as in the first 
case cited, the circulation in the leg was still poor. 

In a third case operation was not successful. ‘The 
periarterial tissues were not completely excised be- 
cause it was found that the artery was flattened and 
that there was not the slightest pulsation. 

Hartmann concludes that sympathectomy of the 
common femoral artery is of real value when the 
artery is not obliterated at the base of Scarpa’s 
triangle. Auprey G. Morcan, M.D. 
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CHEST WALL AND BREAST 


Mallet-Guy, R., and Desjacques, R.: Research on 
Surgical Anatomy of the First Rib (Recherches 
d’anatomie chirurgicales sur la premiére cOte), Ann. 
d’anat. path., 1928, v, 125. 


A detailed study of the first rib and its anatomical 
relationships has been made in an attempt to find 
an easier and less dangerous approach than through 
the usual dorsal incision. 

One hundred and twenty first ribs were examined, 
but the authors’ results and measurements are based 
particularly on the close study of 30 ribs selected at 
random. 

The first rib, as a whole, is more twisted and 
rounded than is generally acknowledged. The angle 
between the neck and body is less marked and the 
body itself is bent into two segments. Thus, the rib 
is composed of a posterior, middle, and anterior part. 

Two surfaces are usually described, but in reality 
the middle segment has three surfaces. An antero- 
posterior ridge divides the superior aspect into a 
superomedial concave and a superolateral convex 
portion. The inferior surface is smooth. 

The reciprocating position of the different seg- 
ments is not mentioned. Thus, if the rib is placed on 
a flat surface, resting on its inferior aspect, it touches 
only at two points—its head and at the junction of 
its middle and anterior portions. 

The rib should be studied in situ in order that its 
true position and relations may be noted. Then it 
will be seen that the posterior segment is horizontal, 
that the middle segment runs very obliquely down- 
ward and forward and slightly laterally, and that the 
anterior segment passes forward and medially. 

Different ribs vary considerably. Some corre- 
spond closely to the accepted description, but these 
seem to be in the minority. In most cases an arrange- 
ment into three portions may be noted. The first 
or vertebral segment lies in front of the vertebral 
column and runs transversely. The second is the 
muscular or surgical segment and passes obliquely 
forward and outward. The third or neurovascular 
segment runs obliquely forward and inward and on it 
rest the brachial plexus and subclavian vessels. 

Independent of the respective inclination of the 
different segments in the horizontal plane there is 


also a reciprocal inclination in the vertical plane - 


which corresponds to the torsion of the rib. This 
torsion is always present to a greater or lesser degree. 
The authors are of the opinion that the groove on 
the superior aspect of the neck of the rib immediately 
adjacent to its head is for the anterior rather than 
the posterior division of the eighth cervical nerve. 
The superior surface of the muscular segment is 
very irregular. It gives attachment to the middle 


and posterior scalene muscles and ends at the 
posterior ridge of the neurovascular groove. The 
external intercostal muscle is inserted into the ex- 
ternal surface. The inferomedial aspect is in contact 
with the pleura and gives attachment to the first 
intercostal muscles. 

On the superolateral surface of the more delicate 
anterior segment are the vascular grooves and 
separating them on the mesial border of this surface 
is the tubercle for the attachment of the scalenus 
anticus. In the anterior portion of the bone there 
are irregularities for the costoclavicular ligament 
and subclavius muscle. 

The inferomedial surface is smooth and in contact 
with the pleura, while along its outer edge the inter- 
costal muscles and serratus magnus are attached. 

In comparison with the adjacent ribs the posterior 
and anterior segments can be readily correlated. 
This is more difficult with the muscular segment, but 
the comparison is simplified if the scalene muscles 
are considered as intercostals. 

The second segment of the first rib is covered by 
skin, subcutaneous tissue, and the trapezius muscle. 
Then a muscular triangle is formed by the scalenes 
and the serratus magnus and the levator anguli 
scapule is next encountered with the scalenus 
medius separating the brachial plexus and_ sub- 
clavian artery from the rib. Between these struc- 
tures and the rib itself are the posterior scapular 
vessels and the nerve to the rhomboids. The 
authors call this the subscapular region of the rib 
and point out that it is most superficial here. For 
its exposure they suggest an incision running from 
the acromioclavicular articulation to the posterior 
angle of the rib. They maintain that this will not 
only furnish adequate exposure of the first but also 
of the second rib. FRANK B. Berry, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Ware, E. R.: Lipiodol—Its Use in Pulmonary Sup- 
purations. California & West. Med., 1928, xxviii, 
356. 

The author states that a satisfactory diagnosis in 
suppurative conditions of the lungs is often difficult 
to make. The presence of lung abscess and bronchi- 
ectasis is often suggested by the history, but the 
localization has often been impossible and the result 
of various attempts at treatment have not been 
encouraging. 

Lipiodol is a bland liquid opaque to the X-ray 
and can be used to outline intrapulmonary cavita- 
tion in the lung parenchyma or in bronchi which have 
direct connection with larger bronchi. It has been 
employed to demonstrate the spinal canal, vas de- 
ferens, seminal vesicles, the size and character of 
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the sinuses of the skull, and the tracts connecting 
areas of suppuration and cold abscesses. Its intro- 
duction into the bronchial tree can be made by way 
of the supraglottic, transglottic, infraglottic, or bron- 
choscopic route. 

The supraglottic method is advocated by Ware as 
it causes very little inconvenience to the patient. 
After the pharynx, vocal cords, and upper trachea 
have been anesthetized the lipiodol is dropped upon 
the open glottis during inspiration and descends to 
the most dependent portion of the lung. By tilting 
the patient the desired areas can be outlined. Only 
two lobes should be filled at one sitting and the 
roentgenograms should include lateral or oblique and 
anteroposterior views. 

The bronchoscopic method on the other hand 
gives more complete pictures since aspiration can 
be done before the lipiodol is introduced. 

The chief value of lipiodol is in the study of 
cases of bronchiectasis, lung abscess, and empyema 
and in the determination of the extent and value 
of lung compression by pneumothorax and thoraco- 
plasty. Bronchi behind the heart can be outlined. 
Lipiodol disappears quite rapidly from the bronchi, 
but remains for several weeks in the alveoli and 
may simulate the picture of diffuse and active 
pulmonary tuberculosis in the roentgenogram. The 
earliest indications of bronchiectasis are a widening 
of the bronchial columns which may become fusi- 
form in shape and may resemble a bunch of grapes. 
The fact that large abscess cavities are frequently 
multiple and bronchiectasis is often an associated 
complication explains the failure of a cure following 
aspiration and drainage of a cavity. 

In toxic cases of pulmonary tuberculosis with 
progressive lesions of the exudative type, the use of 
lipiodol should be avoided. In chronic fibrous cases 
its use may complete the diagnosis and reveal bron- 
chiectasis. In recent lung hemorrhages injections 
should be postponed for at least a week. Swallowing 
lipiodol may cause diarrhoea. Originally, lipiodol 
was used purely for its diagnostic value but in some 
cases it has been found to have a distinctly beneficial 
effect. 

VOORSANGER discussed the various methods of 
administering lipiodol and commented upon the 
different forms of technique. He advocates partial 
pneumothorax when localizing a lung abscess and 
considers that pulmonary tuberculosis is a contra- 
indication to the use of lipiodol. 

FALCONER stated that in some cases a diagnosis 
of bronchiectasis had been made on the basis of 
roentgenograms after injection with the broncho- 
scopic method in which roentgenograms made after 
supraglottic injection had failed to establish the diag- 
nosis. 

BRAMKAMP advised the use of all of the methods 
of diagnosis, but considers that the bronchoscopic 
method is the most ideal. He emphasized the fact 
that lipiodol must be adequately injected and that 
there must be competent interpretation of the films. 

C. O. Hermpat, M.D. 


Picot, G.: Surgical Intervention in Abscess and 
Gangrene of the Lung (L’intervention chirurgicale 
dans les abcés et gangrénes du poumon). Arch. 
méd.-chir.de Vappar. res pir., 1927, il, 353- 

For the past forty years the surgical treatment of 
pulmonary abscess has been intensely studied in 
France, Germany, and America. Simple pneu- 
motomy has proved inadequate in all cases of lung 
suppuration and certain other procedures for com- 
pression of the lung and promotion of drainage have 
been employed in certain types of cases. Notwith- 
standing the best of clinical facilities and most care- 
ful roentgenography the precise diagnosis of these 
lesions as to their exact location and extent is most 
difficult. Furthermore, the possible existence of a 
complicating pneumonia or abscess elsewhere in 
the lungs must be constantly borne in mind. 

Two types of abscess are considered: (1) the non- 
fetid type, which is usually caused by streptococci or 
pneumococci and in which the prognosis for cure 
following conservative medical treatment is good 
and (2) the fetid or gangrenous type, which is always 
associated with anaérobic organisms and in which the 
prognosis is less favorable. The abscesses may be 
acute or chronic and in the evolution of the latter 
type the progress is usually downward. In some of 
these abscesses there is a large single cavity with 
ragged walls, but in others fibrosis in the surrounding 
lung tissue and about the bronchi may have com- 
menced. The former type does well with simple drain- 
age while in the latter the problem is more com- 
plicated. 

In some cases medical treatment alone will effect 
a complete cure, but if a cavity persists other meas- 
ures must be adopted. Surgical intervention neces- 
sitates an accurate diagnosis of the lesion and the 
surgeon should thoroughly familiarize himself with 
the case by means of repeated physical and radio- 
graphic examinations. In the chronic cases roentgen- 
ograms following lipiodol injection or diagnostic 
artificial pneumothorax is helpful. The author like- 
wise favors exploratory puncture, but emphatically 
states that if pus is found the needle should be left 
in situ and immediate operation performed, thus 
minimizing the risk of pleural infection. 

If the abscess is well localized and if its site has 
been determined, operation is clearly indicated. In 
the more chronic cases in which there is pleural in- 
volvement or a sclerosing lung, in which the areas of 
suppuration are less well defined, and in which there 
is no drainage or but temporary improvement on 
medical treatment, operation should not be too long 
delayed as the patient’s general condition steadily 
declines. The author has had little experience with 
bronchoscopy, but considers it to be a rather severe 
procedure. 

The necessity for operation depends upon the 
presence of pleural adhesions. Local anesthesia is 
used and several ribs are removed. If the pleura is 
adherent the abscess is opened widely and _ its 
interior carefully explored with the aid of a head 
mirror. Balsam of Peru gauze is used for drainage. 
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If the pleura is non-adherent the lung is sutured to 
it and opened later. The author reports eleven 
pneumotomies for abscess with three deaths; one 
from a contralateral abscess, one from bronchopneu- 
monia, and one from hypertension and cerebral 
haemorrhage three weeks after operation. Phreni- 
cotomy may be performed, but the operation itself 
may do more harm than good, because it may inter- 
fere with drainage. 

Finally, two types of thoracoplastic procedure are 
discussed by the author. The first type, advocated 
by Tuffier for relatively small lesions, is a form of 
pneumolysis. The parietal pleura is separated from 
the chest wall and a pad of muscle or fat is inserted 
for compression. This operation is suitable only if 
the parietal and visceral pleura are adherent. The 
other method is the ordinary extrapleural thora- 
coplasty which is performed over the suppurating 
area and which should be carried out under local 
anesthesia and in several stages so as to prevent 
the subsequent flooding of the lungs. 

FRANK B. Berry, M.D. 
Graham, E. A.: Remarks on Carcinoma of the 
Lung. South. M.J., 1928, xxi, 199. 


Graham gives statistics to show that carcinoma of 
the lung occurs much more commonly than is 
ordinarily believed. 

Carcinoma of the lung, like carcinoma elsewhere, 
passes through the stages of ulceration and infection. 
It may be located in the bronchial lining epithelium, 
in the bronchial mucous glands, or in the alveolar 
epithelium. Growths in the bronchial lining epi- 
thelium are usually characteristic malignant ulcers. 
They occur at the level of or below the bifurcation of 
the main bronchi and almost always arise in the part 
of the bronchus that retains cartilage. 

Infection, which is the rule in these cases, gives 
rise to all of its usual complications regardless of the 
presence of the carcinoma. Various degrees of pneu- 
monitis, extensive abscesses, cavity formations, and 
bronchiectasis are often associated with these 
tumors. 

In carcinoma arising from the bronchial mucous 
glands it has frequently been found that the tumor 
has been confined to the wall of the bronchus, thus 
causing a diffuse narrowing of the lumen. In many 
cases the presence of a gelatinous material has been 
conspicuous. In carcinoma arising from the alveolar 
epithelium the tumor as a rule is characteristically 
diffuse and is frequently seen to involve an entire 
lobe. 

Patients with carcinoma of the lung are usually 
between forty and seventy years of age and com- 
plain of cough, dyspnoea, pain in the chest, and 
bloody sputum. The bronchoscope is a valuable aid 
in the diagnosis of these cases, but in advanced cases 
the clinical and X-ray findings usually establish the 
diagnosis. Much of the distress in certain cases can 
be relieved temporarily by providing free external 
drainage of the infected area and by radiotherapy. 

Cuester L. Crean, M.D. 


Kourilsky, R.: Abscess of the Lung and Interlobar 
Pleurisy. (Abscés du poumon et pleuresies inter- 
lobaires). Arch. med.-chir. de appar. respir., 1927, 
ii, 297. 

The author first reviews the clinical evidence 
supporting the description of suppurative interlobar 
pleurisy and then considers the anatomical, clinical, 
and surgical findings in his own series of cases. 

The diagnosis of interlobar pleural involvement 
was first set forth as an important and frequently 
overlooked clinical entity by Dieulafoy, although it 
had been previously described by others. The 
diagnosis was based on the ‘‘syndrone suspendu, ”’i.e., 
an intermediate zone of dullness in the chest, puru- 
lent and nummular sputum, fever, and a centrally 
placed shadow in lateral roentgenograms with or 
without air and a fluid level. Cures had been noted 
under simple expectant treatment, aspiration, in- 
jections of bactericidal solutions, artificial pneu- 
mothorax, surgical drainage, and plastic operations. 

The author reports a series of cases in which an 
original diagnosis of interlobar empyema had been 
uniformly made. The first case proved to have been 
an amoebic abscess of the liver which had ruptured 
into the lung and which was cured by emetine. Two 
cases were shown by autopsy and six by operation 
to have been due to lung abscess without any in- 
volvement of the fissure. In two others, operation 
was performed but the pleura was not incised. The 
lung condition gradually cleared up after the fashion 
ofa slowly resolving interstitial pneumonitis. Finally, 
in two cases the original diagnosis of interlobar 
empyema was verified at operation. 

The author states that the classical symptoms, 
signs, and radiographic findings of interlobar sup- 
puration are quite compatible cither with this or, 
as is more often the case, with intrapulmonary 
suppuration located near one of the fissures. The 
roentgenogram evidence as described by Lanos, 
Sante, and LeWald, of an elongated fusiform shadow 
running obliquely downward in the location of a 
fissure is perhaps most valuable in making a cor- 
rect diagnosis of this condition. Usually the sup- 
puration is within the lung itself, thus probably 
explaining the cures reported by measures other 
than incision and drainage. 

In conclusion Kourilsky states (1) that inter- 
lobar empyema really occurs very infrequently, (2) 
that pulmonary suppuration is the rule, and (3) 
that a positive diagnosis of pure interlobar involve- 
ment can be made only at operation or by autopsy. 

FRANK B. Berry, M.D. 


MISCELLANEOUS 


Lenormant, C., and D’Aubigné, R. M.: Precordial 
Thoracoplasty in Adhesive Pericarditis and 
Certain Cardiac Hypertrophies (La _ thoracec- 
tomie précordiale dans les symphyses et certaines 
hypertrophies cardiaques). J. de chir., 1928, xxxi,161. 

The authors state that simple removal of the ribs 
is not the only operation that has been devised for 
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cases of pericarditis. Brauer, Weill, and others have 
attempted pericardiolysis whereby the adhesions 
are broken up with the fingers or a blunt instrument. 
This operation is restricted to cases of pericarditis of 
recent origin, however, and has been carried out 
successfully in four cases. 

Schmieden and Volhard have advocated a more 
radical operation which comprises essentially a 
decortication of the ventricles. This operation, 
however, has the following disadvantages: the 
adherent layers do not strip as easily as does the 
pleura, the operation must be limited to the ven- 
tricles only, and the mortality is high. 

On theoretical grounds simple lysis of adhesions 
might be advocated in cases of recent origin and the 
decortication operation for those of a very thick or 
calloused pericardium. Such distinction is too 
theoretical, however, and the operations are too 
severe. The same or even better and more perma- 
nent results can be obtained (with a mortality of 
only 6 per cent) by simple removal of the ribs 
overlying the precordium. This type of thoraco- 
plasty is particularly indicated in cases of adherent 
pericardium and fibrous adhesive pericarditis and 
mediastinitis with a systolic retraction of the chest 
wall. 

In any event these operations should not be re- 
served as a last resort measure in patients almost 
moribund, but should be performed as soon as the 
diagnosis is definitely established and while the 
patient isin good condition. It is essential, however, 
for the pericarditis to be in the healed state. The 
same applies to the myocardium and endocardium; 
they must be either uninvolved or perfectly quiescent. 
Cases due to tuberculosis do not respond well to 
surgery. 

Some cases of simple hypertrophy, particularly 
cases of rheumatic heart, if they are quiescent and if 
there is a systolic retraction even though no adhe- 
sions are present, are benefited by the operation, 
although the results in this group are not as good as 
in the adhesive type. 

There are several cardinal principles in the 
technique of the operation: 

1. The resection should be sufficiently extensive. 
It should include the third to the sixth or seventh 
ribs and cartilages from the sternum to the anterior 
axillary line. 

2. The resection should be extraperiosteal. If 
the periosteum is left, extensive regeneration of bone 
may occur and necessitate further and more 
hazardous operative interference. 

3. Injury to the pleura must be carefully avoided. 

4. Local anesthesia without adrenalin is recom- 
mended and both pre-operative and postoperative 
digitalis therapy are advised. The technique of the 
various steps in the procedure is given in detail, the 


mode of approach being by means of a large irregular 
U-shaped flap with its base toward the axilla. 
Sixty-three cases of adhesive pericarditis thus 
operated upon are reported with four operative 
deaths. Fifteen of the cases were not followed. 
Thirty-two patients were definitely improved and 
have been followed for periods of from five months 
to five years. Of this group two died in the second 
year, four in the third, one in the fourth from pneu- 
monia, and one in the fifth year. Of those still 
living one works twelve hours a day as a waiter, 
one is a carpenter, and another is a gymnast. 
Fourteen cases operated upon for simple hyper- 
trophy are also reported. There were three operative 
deaths and four failures. Five patients were marked- 
ly benefited. One patient is still doing farm work 
seventeen years after his first and nine years after 
his second operation. FRANK B. Berry, M.D. 


Ernst, M.: Clinical Experience with the Late Re- 
sults in the Presence of Bullets within the 
Thorax (Ueber Thoraxsteckschuesse. Klinische Er- 
fahrungen ueber Spaetfolgen der Thoraxsteck- 


schuesse). Deutsche Ztschr. f. Chir., 1927, ccvi, 294. 


The author makes a report on eighty cases of old 
thorax wounds with retention of the missile treated 
at the surgical clinic at Munich since 1921. With 
respect to certain characteristic cases he describes 
the subsequent symptomatology, the indications for 
operation, the relationship between missiles re- 
tained in the lungs and tuberculosis, and the care 
required by these injuries. 

The author concludes that retained missiles may 
after years of apparent cure lead to severe hemor- 
rhage or to abscess formation requiring operative 
treatment. Shot retained in the chest wall should 
be removed if there is inflammation about the 
foreign body or if persistent pains arise through 
pressure on the nerves or through irritation of the 
pleura. However, pains in the presence of bodies 
retained in the lungs do not indicate the necessity 
of operation. 

Operation is considered successful if hamor- 
rhages and expectoration disappear permanently. 
The operative mortality in the cases treated at the 
clinic in Munich was 7 per cent. No relationship 
between pulmonary wounds and tendency to pul- 
monary ailment was demonstrated. After observa- 
tions carried out for a considerable length of time 
it was estimated that patients who have reaction- 
free, encapsulated pulmonary shot have a 15 to 30 
per cent disability provided that no further complica- 
tions, such as lead poisoning, etc., occur. Patients 
with severe hemorrhages and abscesses are com- 
pletely disabled, but after successful operation the 
disability is reduced to between 15 and 30 per cent. 

MARWEDEL (Z). 
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GASTRO-INTESTINAL TRACT 


Keeton, R. W., and Nelson, E. S.: The Treatment 
of Nausea and Certain Related Circulatory 
Sensations: Pharmacological Basis for the 
Therapy. J. Am. M. Ass., 1928, xc, 683. 


The authors discuss the control of nausea and the 
related symptoms of dizziness, lightness of the head, 
pressure in the head and neck, numbness, and head- 
ache which are often associated with nausea, but 
which may occur independently. 

They consider that nausea results from abnormal 
duodenal motor activity, most probably antiperi- 
stalsis, and that the related symptoms are condi- 
tioned by the reflex spread of the stimuli into the 
cardiovascular fields. It is known that duodenal 
regurgitation occurs normally and that when this 
antiperistalsis exceeds a certain degree of vigor it 
becomes pathological. If the receptive field is hyper- 
sensitive, then an antiperistaltic wave of normal 
vigor may function as a pathological one and produce 
the sensation of nausea. If, on the other hand, there 
is vasomotor instability (hyperthyroidism, meno- 
pause, dysmenorrhoea, migraine, etc.) then an anti- 
peristaltic wave may induce circulatory sensations 
and the patient may complain of dizziness or related 
symptoms. 

The treatment of nausea and of related sensations 
is essentially the same and consists in reducing duo- 
denal antiperistalsis quantitatively or changing it 
to peristalsis. To accomplish this the reflexes in- 
volved must first be disorganized or separated from 
their central connections. Then a mild cathartic 
will re-establish peristalsis. Either the bromide ion 
or soluble barbital is effective in inhibiting these 
reflexes. In their experiments the authors found 
that after the administration of soluble barbital 
the dogs showed unsteadiness of gait and flushing 
about the nose. Clinically the bromide ion is a 
more valuable drug than barbital because of its low 
toxicity and the absence of undesirable circulatory 
action. A powder consisting of 1 gm. each of sodium 
bromide, sodium bicarbonate, and disodium phos- 
phate meets the pharmacological requirements for the 
treatment of the sensations. 

BurTON CrarK, Jr., M.D. 


Buettner, G.: Surgical Syphilis of the Gastro-In- 
testinal Tract (Beitraege zur chirurgischen Lues 
des Magen-Darmkanals). Beitr. 2. klin. Chir., 1927, 
cxl, 669. 

The author differentiates sharply between the 
Surgical stages, corresponding to the tertiary, 
gummatous stage, and the internal, earlier stages of 
syphilis or the metasyphilitic diseases that come 
under the head of intestinal syphilis. 


In the general diagnosis of syphilis of the 
gastro-intestinal tract one must consider carefully the 
evidence of a past syphilis or other localization of 
manifest syphilis. Heretofore the clinical evidence 
of spirochetes in the feces or gastric contents has 
not been available and, according to the experiences 
of pathologists, appears to be of slight value. 
Even the demonstration of spirochetes in necropsy 
or biopsy specimens as well as the diagnosis on the 
basis of histological findings is often very difficult. 

Under the diagnosis of syphilis of the cesophagus 
the author reports the case of a longshoreman, aged 
forty-five years, who had symptoms of stenosis in 
the upper portion of the cesophagus. The laryn- 
goscope showed the presence of nodular ulcerated 
tumor masses extending from the posterior aspect 
of the epiglottis downward and circularly around 
the entrance to the cesophagus. This together with 
the roentgenological findings suggested the diagnosis 
of carcinoma. However, a biopsy specimen revealed 
a chronic inflammatory process with abundant in- 
volvement by plasma cells. In spite of a negative 
Wassermann reaction, potassium iodide was given 
and the ulcerations healed within two weeks. The 
diagnosis of syphilis was therefore made essentially 
without definite evidence. However, the author 
doubts the correctness of the diagnosis because of 
the result of the Wassermann test and because of the 
uncertainty of the differentiation of a syphilis from 
other chronic inflammatory diseases by means of the 
histological picture alone. 

The author also cites the case of a patient, sixty- 
three years of age, who denied a genital infection, 
but who for six months had suffered from frequent 
vomiting of dark masses and marked loss of weight. 
The findings were as follows: the left pupil was 
somewhat contracted, the Wassermann reaction was 
2+, and the gastric juice showed absence of free 
hydrochloric acid, a total acidity of 59, and the 
presence of lactic acid and blood, and blood was 
present in the stool. Fluoroscopy revealed a dilated 
rigid, pouch-shaped stomach with a large filling 
defect at the fundus. The pylorus allowed no con- 
trast medium to enter the duodenum. A diagnosis 

of extensive carcinoma of the stomach was made. 
At operation the stomach, the gastrocolic omentum, 
the lesser peritoneum, and gall bladder were found 


‘to be adherent in one tumor mass because of peri- 


gastric adhesions, which made any operative treat- 
ment seem futile. The patient died after ten days. 
The necropsy findings were as follows: the pyloric 
region was diffusely thickened (up to a 3 cm. 
thickening of the wall); the pylorus admitted only a 
sound; the rest of the stomach was thickened; and in 
the blood-injected serosa at the lesser curvature near 
the pylorus there were gray-glassy nodules, some- 
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what larger than the head of a pin, in an area about 
the size of a silver dollar. Histologically, the 
stomach showed no epithelial strands, but accumula- 
tions of lymphoid and plasma cells, especially in the 
submucosa, and occasional thickening of the walls 
of the blood vessels. 

On the grounds of these observations and a com- 
parative review of the literature the author presents 
a critique of the differential diagnosis of surgical 
syphilis of the stomach, especially as regards car- 
cinoma. For the clinical diagnosis he recognizes the 
importance of the symptomatic triad of anacidity, 
the absence of occult blood, and a relatively good 
general condition, in addition to the signs of syphilis, 
which include the pains which are worse at night. 
During the operation the indefinitely defined, broad 
infiltration and an extensive perigastritis should 
arouse the suspicion of syphilis. 

The author attaches the greatest diagnostic 
significance to the roentgenographic examination 
of suspected cases. He describes the roentgenolog- 
ical evidences of syphilis of the stomach, which are 
easily explained by the anatomical processes 
(syphilitic infiltration and gumma with a tendency 
to connective tissue contraction and also submucous 
cell infiltration throughout the entire gastric wall), 
as follows: (1) the rigid, contracted stomach (micro- 
gastria) from which there results the rigid macro- 
gastria as a result of stenosis and decompensation, 
(2) the dual form of the disease foci, for example, 
pyloric stenosis and filling defect at the fundus, 
(3) the shallow form of the constrictions without 
the production of spasms, and (4): the functional 
properties of the evacuation mechanism based on 
the rigidity of the wall of the stomach. 

In conclusion the author reports a case of a 
stenotic syphilitic ulcer of the upper part of the 
ileum, 3 cm. broad, in a man, sixty-nine years of 
age, who had suffered from chronic ileus. Resection 
was performed after a diagnosis of carcinoma had 
been made and the patient died on the fifth day. 
The ulcer, which was examined by Stahr, Aschoff, 
and Fraenkel, had a yellowish, grayish-green de- 
posit and showed a superficial invasion by thready 
organisms, simulating the leptothrix buccalis, while 
the necrotic center revealed some well preserved 
spirochetes. Kempr (Z). 


Gauthier-Villars, P.: A Study of the Ovarian 
Metastases of Carcinomata of the Digestive 
Tract (Etude des métastases ovariennes des épithé- 
liomas digestifs). Ann. d’anat. path., 1928, v, 1. 


Kruekenberg in 1895 said that bilateral ovarian 
tumors should be called mucocellular fibrosarcomata 
(carcinomatodes) because of their resemblance to 
carcinomata and because of their ovarian origin. 
Krause in 1901, however, announced that these 
tumors were not primary in the ovary, but were 
secondary to carcinomata elsewhere, usually in the 
digestive tract. Since this latter view is now quite 
generally accepted the so-called Kruekenberg 


tumors of the ovary must be considered as related 


to other secondary carcinomata of gastro-intestinal 
origin. 

The frequency of occurrence of ovarian metastases 
from carcinoma according to the statistics published 
by Rau in 1922 is as follows: in eighty-six cases of 
gastric carcinomata there were nine secondary in 
the ovary, in eight carcinomata of the color there 
was one secondary in the ovary, in thirty carcinomata 
of the biliary tract there were three secondary in the 
ovary, and in thirty-six carcinomata of the breast 
there were nine secondary in the ovary. Figures ob- 
tained from othersources are slightly higher. Although 
the majority of these patients were between the ages of 
forty and fifty years, 17 per cent (56 in a total of 297 
cases) were found to be under thirty years of age. 

The author’s study is based on 355 cases collected 
from the literature and 10 cases of his own. The 
latter are reported in detail, especially as to the 
peculiar histology of the tumors. 

These tumors are practically always bilateral and 
usually attain the size of the two wrists, but in ex- 
ceptional instances they may attain enormous 
dimensions and weigh as much as 4,500 gm. The 
right ovary is almost always the first to be affected 
and is usually the one most extensively involved. 
The fact that metastases occur by way of the peri- 
toneal cavity and are directed into the right side 
of the pelvis by the root of the mesentery probably 
explains why the right ovary is involved first. In 
247 out of 365 cases studied the primary tumor was 
in the stomach, in 8 cases in the small intestine, 
in 31 cases in the cecum and colon, in 14 cases in the 
rectum, in 17 in the biliary passages, and in 1 
case in the appendix. In 56 cases no other metas- 
tases were found, while in 91 cases there were peri- 
toneal metastases. There was involvement of 
lymph glands in 60 cases, of the liver in 30, of the 
intestine in 13, of the rectum in 1 case, of the biliary 
ducts in 2 cases, of the pancreas in 6, of the kidney 
in 5, of the spleen in 2, of the bladder in 1 case, of 
the suprarenal in 1, of the diaphragm in 3 cases, of 
the pericardium and endocardium in 2, of the breast 
in 2, of the umbilicus in 2, of the salivary gland in 1 
case, and of the broad ligament in 2 cases. In 28 
cases the lungs and pleura were involved and in 6 
the bones were involved. Metastases were found in 
25 instances in the tubes and in 17 in the uterus. 
Frankl says that involvement of the tubes and 
uterus is the rule, but that metastases are seldom 
looked for there. 

Histologically the tumors may have a definite 
glandular structure, they may be made up of a 
stroma containing epithelial cells without any 
tubular arrangement or they may be mixed in 
character. The stroma is made up of normal con- 
nective tissue, the ovarian tissue proper having no 
abnormalities. The tumor cells when isolated or in 
shapeless masses are filled with large amounts of 
mucus (mucicarmin stain is essential in the study of 
the tumors). The nucleus is therefore pushed over 
to one side and the signet-ring cells so typical of the 
Kruekenberg tumor are thus formed. Small areas 
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of mucus appear in the tumor stroma as the result 
of the bursting and destruction of the mucus-filled 
carcinomatous cells. When the lining of the tubules 
is being formed the cells are regular in shape with 
centrally located nuclei and are usually arranged in 
a single stratum. Sometimes, however, there is a 
stratified arrangement. Mucus is found in the 
tubules and occasionally a small drop is found in 
the lining cells. The author maintains that the two 
types of cells are essentially the same, but that 
when they line tubules they can discharge their 
mucous secretion into the lumen, a process which 
they are not able to perform when massed in the 
stroma. Lymphatic emboli are occasionally found 
but the author thinks that they are of minor im- 
portance. 

The central part of the ovary is always less 
extensively involved than the periphery (one excep- 
tion only is reported) and this fact in conjunction 
with the experiments of Krause, showing that Chinese 
ink placed in the peritoneal cavity is taken up by the 
ovaries, and the fact that the surface of the ovary 
is not covered with peritoneum supports the theory 
that the metastases occur by,way of the peritoneal 
cavity and not through the blood stream or lym- 
phatics. Micuaet L. Mason, M.D. 


Honda, I.: Experimental Studies on the Etiology 
of Round Ulcer of the Stomach and Duodenum 
(Experimentelle Studien ueber Entstehungsursache 
des runden Geschwuers des Magens und Duode- 
nums). Arch. f. path. Anat., 1927, cclxvi, 549. 


The experiments conducted by Honda differed 
somewhat from the well known experiments of 
Cohnheim, Panum, and Payr. In one experimental 
series suspension of lycopodium in physiologic saline, 
a mixed solution of liquid paraffin and dermatol 
(bismuthum subgallicum), and sterile lycopodium 
suspension were injected under rather strong pres- 
sure into the right and left gastric and the gastro- 
epiploic veins of dogs. In a second series the portal 
vein was ligated at the place where the veins from the 
lesser and from the greater curvature unite, thus 
producing a hyperemia of the stomach, and then 
lycopodium suspension was injected into the gastric 
veins. 

Although in the animals which lived anywhere 
from ten to twenty days after the injections, throm- 
bosis, exuberant development of the intima, hy- 
peremia, and hemorrhage involving the veins of the 
serosa and submucosa occurred, there was no pro- 
duction of ulcer. Non-sterile lycopodium was also 
injected into the veins of the stomach and numerous 
foci of suppuration were found in the lungs and 
kidneys, indicating the presence of an infection of 
the stomach, but no ulcers of the stomach were 
seen. The disappearance of the gastric glands, 
giving a picture similar to that in anadenia gastrica, 
was noteworthy. 

In a third series the author injected lycopodium 
Suspension into the gastric arteries of 100 dogs and 
typical ulcers with typical localization were pro- 


duced in each instance. However, ulcers were not 
produced until massive doses of lycopodium had 
been used. As a rule, these ulcers healed at the end 
of a month’s time. 

Aside from organic vascular changes, other condi- 
tions are necessary for the production of the chronic 
form of ulcer. In the opinion of the author, blood 
stasis is of significance in the transition of the acute 
into the chronic ulcer. This the author accomplished 
by injecting lycopodium and then ligating the portal 
vein at the level where the veins from the greater and 
the lesser curvatures unite. 

In a further experimental series the coeliac gan- 
glion and plexus were removed following lycopodium 
injection. Ulcers were produced and three months 
later still exhibited little tendency to heal. 

From these data it is concluded that dystonia of 
the gastric nervous supply is a real factor in imped- 
ing the healing of the acute ulcus rotundum of the 
stomach. The author found that the injection into 
the gastric arteries of lycopodium suspension to 
which staphylococci had been added resulted in the 
production of an ulcer which after fifty-one days 
was still unhealed. Thus it is seen that the healing 
process of an acute ulcer is markedly influenced by 
infection. By the injection of coal tar into the 
arterie gastrice, ulcers with progressive character- 
istics and with little tendency to heal were produced. 

The author concludes that the arteries involved 
in the production of ulcer are those of the submucosa. 
The organic changes in these arteries produce altera- 
tions in the mucosa and the muscularis mucose. 
Digestion of the affected areas of the gastric wall 
occurs only when the regressive changes have 
reached a certain degree of intensity. The location 
of the ulcer is confined almost exclusively to those 
secretions of the stomach wall which are poor in 
arterial anastomoses. The etiology of the erosion is 
not always the same as that of the acute round ulcer 
and the etiology of the acute ulcer is not always the 
same as that of the chronic type. Thus, each indi- 
vidual form must receive separate consideration. 

On the basis of a statistical review of the round 
gastric ulcer in 1,444 cadavers (frequency, distribu- 
tion according to age and sex, and complicating 
organic diseases) and of histological studies of the 
round gastric ulcers removed at operation from 
human subjects the author advances the theory 
that in man the ulcus rotundum arises as a result of 
organic changes in the gastric arteries (arterio- 
sclerosis, arteritis obliterans, thrombosis and em- 
bolism, etc.) and of the digestive action of the gastric 
secretions. The round ulcer arises as such and not 
secondarily from an erosion. He says further that 
the healing of the ulcer depends upon the efficiency 
of the reparative processes in the region of the ulcer. 
If these processes are disturbed by local or general 
conditions the ulcer passes over into the so-called 
chronic stage. Such conditions include congestive 
hyperemia, general and local anemia, dystonia of 
the gastric enervation, infection, hyperacidity, ete. 
The author states that the Aschoff theory alone 
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cannot explain the problem of chronicity. The 
morphological characteristics of the round gastric 
ulcer are determined by the course of the gastric 
arteries. 

Honda also reports his experimental attempts to 
produce ulcer of the duodenum by injection of 
lycopodium into the gastroduodenal or into the 
right gastric artery in sixty dogs. In almost every 
case a typically formed and typically located acute 
ulcer of the duodenum was produced. 

KonjJETZNY (Z). 


Rowlands, R. P.: A Clinical Lecture on Gastro- 
jejunal Ulcer. Brit. M.J., 1928, i, 433. 


The author agrees with Balfour that recurrence 
of ulceration may follow any operation for peptic 
ulcer, including partial gastrectomy. Gastrojejunal 
ulcer is the most common secondary ulcer and the 
most serious complication of gastrojejunostomy. It 
may occur anywhere from a few days to twenty years 
or more after the primary operation. In about 2 per 
cent of the cases gastrojejunal ulcers follow gastro- 
jejunostomy for non-malignant disease. 

Pathology. A gastrojejunal ulcer forms upon the 
margin of the gastrojejunostomy and involves both 
the stomach and the jejunum at the line of union. 
It may encircle the stoma and by fibrosis tend to 
narrow the opening, which may finally become com- 
pletely closed. Jejunal ulcers which develop in the 
jejunum near the anastomosis are less common. 
The ulcer is usually small, but it may be deep and 
invade the pancreas, the transverse colon, or a neigh- 
boring coil of small intestine, into any of which it 
may ultimately perforate. It may also perforate 
into the peritoneum, causing a grave form of perito- 
nitis, or even into the abdominal wall, causing a 
parietal abscess or cutaneous fistula. It may ulcer- 
ate into a large artery, such as the middle colic 
artery, and cause severe or even fatal haemorrhage. 

Etiology and prophylaxis. Of 270 cases of gastro- 
jejunal ulcers treated at the Mayo Clinic, 248 were 
found in males and 22 in females, a ratio of 11 to 1, 
but gastrojejunostomy was performed only 3 times 
as often in men as in women. It has been found that 
secondary ulceration is more likely to follow when 
the primary ulcer is duodenal rather than gastric. 
Balfour found the ratio to be 15 to 1, while the ratio 
of gastro-enterostomies for duodenal ulcer and gas- 
tric ulcer was 7 to 1. 

Habits and occupation have a decided influence 
on secondary ulceration. Free hydrochloric acid in 
the stomach is an important causative factor as 
supported by the absence of secondary ulceration 
following gastrojejunostomy for cancer. The hyper- 
tonic type of stomach is particularly subject to 
recurrent ulceration. The errors of habit and sepsis 
must be eliminated. Anatomical and physiological 
errors at the stoma are important causes of recurrent 
ulceration. After-treatment in these cases must in- 


clude a rigidly enforced diet and prolonged rest. 
Diagnosis. Radiography rarely displays a shadow 
of the ulcer but gives valuable hints, such as delay 


in emptying due to a narrow stoma. The symptoms 
are more reliable criteria and are similar to those of 
duodenal ulcer except that the pain comes on about 
an hour after eating. Gastrocolic fistula is clearly 
indicated by diarrhoea, foul eructations, and fecal 
vomiting, supported by X-ray findings after a 
barium enema. 

Chronic cholecystitis, pancreatitis, or appendicitis 
may be mistaken for gastrojejunal ulcer, but the 
absence of occult blood in the faces is an important 
feature in the differential diagnosis. 

Treatment. Medical treatment is very difficult in 
this type of ulcer but is worthy of trial as it is an 
excellent preparation for surgical treatment. 

In perforative peritonitis, surgical treatment con- 
sists of closure of the perforation and the placing of 
a drain inserted above the pubis, followed by medical 
treatment until the patient is ready for a radical 
operation. In these cases the mortality is almost 
60 per cent. 

Before a radical operation is performed the pa- 
tient should rest in bed and receive careful medical 
treatment. Repeated blood transfusion may be nec- 
essary. The ideal operative procedure should include 
excision of the ulcer, provide free drainage for the 
stomach, and restore the normal anatomical and 
physiological conditions. If roentgenograms show 
that nearly all of the food leaves the stomach 
through the pylorus, it is well to abolish the gastro- 
jejunostomy, excise the ulcer, and close the opening 
in the jejunum without narrowing the channel. 
existing foci of infection within the abdomen should 
be removed and a careful search should be made for 
ulceration and obstruction. 

The author discusses the following operative pro- 
cedures: 

1. Simple excision of the ulcer. If the ulcer is small 
and not encircling the stoma it is often possible to 
excise it and sew up the resulting wound in such a 
way as to enlarge the stoma or jejunal channel. In 
some cases, however, the ulceration may recur un- 
less all of the causes of recurrence are eliminated. 

2. Excision of the ulcer and abolition of the stoma. 
If the ulcer is large or encircles the stoma, which is 
often contracted, it is necessary to excise the ulcer- 
ated area, thus detaching the jejunum from the 
stomach and, occasionally, to make a new and better 
stoma. If the pylorus and duodenum are healthy 
and patent it is not necessary to remake the gastro- 
jejunostomy and it is much better to close the open- 
ings in the stomach and jejunum, thus re-establishing 
the normal anatomy and physiology of the parts. 

3. Abolition of the stoma plus gastroduodenostomy. 
If the original gastrojejunostomy was anterior it is 
possible to perform a gastroduodenostomy, using the 
opening on the anterior wall after excision of the 
ulcer. 

4. Partial gastrectomy. When the gastrojejunal 
ulcer is recurrent and complicated and when the 
duodenum is ulcerated, stenosed, or embedded in 
dense adhesions, it is wise to perform partial gas- 
trectomy after the Pélya-Balfour- Moynihan method. 
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5. Closure of a gastrocolic fistula. When a gastro- 
colic fistula is present the colon is clamped, de- 
tached, and closed in two layers without narrowing 
its lumen, it is then covered with omentum and the 
gastrojejunal ulcer is removed. 

The mortality is not unduly high following opera- 
tive treatment. At the Mayo Clinic the mortality 
was only 3.37 per cent in eighty-nine partial gastrec- 
tomies for gastrojejunal ulcer. The ultimate results 
were good and complete relief of symptoms followed 
in 85 per cent of the cases. Joun W. Nuzum, M.D. 


Charbrut, R.: Results of Resection in Ileocecal 
Tuberculosis (Forty Cases) (Sur les résultats de 
la résection dans la tuberculose iléo-caecale—4o 
observations). J. de chir., 1927, xxx, 656. 

The hypertrophic form of ileocecal tuberculosis 
was first described by Hartmann in 1891. The 
operability of this condition has been widely dis- 
cussed, but because of the rarity of the cases no 
statistics covering large series of cases have been 
available. 

The author reports the immediate and late 
results in forty cases, the total number operated 
upon in Hartmann’s clinic, and discusses par- 
ticularly those cases in which resection was done. 
Of the forty patients 10 (25 per cent) died before 
leaving the hospital. The fact that the mortality 
was higher than that in most of the other series re- 
ported is accounted for by the high percentage of all 
cases (86.9 per cent), in which resection was done. 
Furthermore, if death occurred while the patient 
was still in the hospital it was termed an operative 
death, regardless of how long a time had elapsed 
since operation. Six of the ten fatal cases presented 
extremely extensive lesions with tapering strictures 
of the small intestine and required very wide resec- 
tions. In spite of the risk, however, such operations 
are justified because of the certainty of rapid death 
if they are not performed and by the successes 
which have been observed in some cases. 

Of the thirty patients who survived operation no 
information was available regarding six. Two 
patients died at the end of six months from causes 
unknown to the author. Ten patients presented 
evidences of intestinal or peritoneal tuberculosis 
following operation. Of these, two are still alive but 
complain of colics, diarrhoea, and increased peristal- 
sis. The eight remaining patients have died, some 
having succumbed to accidents developing after a 
long period of apparent cure, the others having 
persistent intestinal symptoms culminating in early 
death. Twelve of the patients were cured of their 
intestinal tuberculosis as a result of the opera- 
tion. Of these, seven are alive and well over periods 
ranging from eighteen months to nineteen years. 
Two have died from other causes twelve and twenty 
years after operation, while three others died from 
pulmonary tuberculosis without developing recur- 
rence of the intestinal trouble. 

Contrary to the usual teaching the authors have 
found that ileocecal tuberculosis is rarely primary, 


usually being secondary to tuberculosis elsewhere. 
This explains the high mortality from causes other 
than the intestinal lesion. The late recurrences are 
probably re-infections from the pre-existing primary 
focus. The immediate recurrences signify that 
ileocecal tuberculosis is not a strictly localized 
lesion and that overlooked foci in adjacent loops of 
bowel may lead to a continuation of the disease. 
Therefore, before resection is begun, a careful 
exploration should be carried out in every case in 
order to determine the extent of the process and the 
limits of operability. Leo M. ZimMerMAN, M.D. 


Larimore, J. W.: Chronic Ulcerative Colitis: 
Observations of Treatment by Diet. J. Am. 
M. Ass., 1928, xc, 841. 


The clinical cure effected in a case of chronic 
ulcerative colitis by the use of vitamin-rich food 
led Larimore to try a similar diet in other cases. He 
found that initial diarrhoea was controlled by the use 
of camphorated tincture of opium or codein together 
with bismuth salts. A definite healing reaction of the 
mucosa was shown in all cases by proctoscopic and 
roentgenological observations. Larimore concludes 
that early cases may be cured and that late cases 
will show great improvement as a result of this diet. 

A group of five cases is reported by the author. 
Roentgenograms were studied from the point of 
view of disordered physiology—hypermotility, im- 
paired colonic absorption, local malnutrition, and 
abnormal muscle function—disorders which are 
known to operate in a vicious circle. In chronic 
ulcerative colitis the determining réle of nutrition 
in the integrity of the colon, especially of its mucosa, 
is apparently dependent on vitamin-rich foods. 
The healing reaction of the mucosa was found to be 
prompt in all cases in which the diet was used. This 
suggests some revision of the conception of the 
pathogenesis of the condition. 

Larimore says that observers agree that chronic 
ulcerative colitis is a sequel to some initial insult. 
McCarrison’s classic studies have demonstrated 
the injury to the intestinal mucosa by an avitamin- 
osis. Cramer has shown that the atrophy of the 
lymphoid tissue is among the first effects of vitamin 
deficiency. Wolbach and Howe show that the 
scorbutic state is characterized by the inability 
of the cells of the supporting tissue to produce and 
maintain intercellular substance. 

The operation of the vicious circle of malfunction 
has been shown by its correction through diet and 
protective measures to be independent of bacterial 
etiology. Grant has demonstrated the permeability 


of the intestine to bacteria as related to the dis- 


turbed ratios and deficiencies of vitamins C and D. 

The observations made with regard to the author’s 
cases demonstrate the tolerance of the bowel to a 
diet which is more varied and larger than is usually 
given in such conditions and which has resulted in 
healing of the mucosa. All vitamin-rich foods are 
included in this diet but great excess of vitamin B is 
essential. 
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The author concludes that improvement of 
ulcerative colitis is inversely proportional to the 
duration of the disease if the diet contains foods rich 
in vitamins. ‘The healing of the mucous membrane 
is prompt, but the improvement of chronic diarrhoeal 
conditions on restricted diet is only apparent and is 
not adequate for the restoration of tissue integrity. 

Joun W. Nuzum, M.D. 


Pool, E. H., and McGowan, F. J.: Surgery of the 
Large Intestine. Am. J. Surg., 1928, iv, 245. 

Pool and McGowan emphasize the importance of 
proper function of the colon with regard to health. 
Constipation, pain, and diarrhoea are signs of func- 
tional derangements which may simulate severe 
lesions of an inflammatory, neoplastic, or mechanical 
nature. Chronic constipation and pain in the right 
iliac fossa may be symptoms indicating a condition 
which requires appendectomy, repair of an incom- 
petent iliocecal valve, plication of a redundant ce- 
cum, freeing of kinks, iliosigmoidostomy, or resection 
of the colon. 

The authors complain that these operations are 
frequently done when not definitely indicated and 
they advocate the ruling out of tuberculosis, Meck- 
el’s diverticulitis, ureteral stone, gall-bladder dis- 
ease, and duodenal ulcer before appendectomy is 
undertaken. Since the appendix and caecum are not 
invariably situated in the right iliac fossa, a diagnosis 
of chronic appendicitis in children should be checked 
by means of a roentgenogram prior to operation. 

A case in which complete transposition of the vis- 
cera was found at operation is reported by the 
authors. The case is cited in order to discourage 
ill-advised and meddlesome surgery and to stimulate 
adequate study of cases before operation. Most of 
the lesions of the large intestine (exclusive of the 
rectum) are situated in the cecum. 

Localized tuberculosis of the colon, especially of 
the caecum and ascending colon, is found relatively 
frequently but often remains unrecognized. ‘The 
slow chronic hyperplastic type with marked thick- 
ening of the intestinal wall and relatively little 
ulceration is of surgical importance. The symptoms 
appear only when the lumen or peristalsis is affected 
and often suggest chronic intestinal obstruction be- 
cause of the presence of constipation, periods of 
diarrhoea, blood in the stools, pain, local tenderness, 
and an ultimately palpable mass. Evidences of 
tuberculosis elsewhere and a roentgenogram follow- 
ing a barium enema may establish the diagnosis. 
The filling defect of hypertrophic tuberculosis is a 
complete absence of barium at the site of the lesion. 
The treatment of tuberculosis of the colon should 
be conservative. Heliotherapy properly given for 
long periods shows the best results, the prognosis de- 
pending upon the associated pathology. Carcinoma 
and actinomycosis may be difficult to differentiate 
even at operation. Surgery is indicated in cases 
of obstruction. When the lesion cannot be differ- 
entiated from carcinoma, it should be treated as 
carcinoma. 


Actinomycosis, a fungus widely distributed in 
nature, occasionally reaches the tissues by way of 
the cecum. The chronic inflammatory thickening 
of the intestinal wall involves adjacent tissues, the 
abdominal wall, and skin and causes the formation 
of tortuous fistula surrounded by board-like indura- 
tion. In the early stages the lesion may be mistaken 
for carcinoma, hyperplastic tuberculosis, or chronic 
inflammation dependent upon the appendix. Under 
these conditions the appropriate treatment is resec- 
tion. When fistula and induration are present, 
radical operation is useless since it only opens the 
way for new areas of infection. 

The colon is a relatively favorable site for carci- 
noma because of its limited extent, slow growth, and 
late metastases which are long confined to the re- 
gional lymph nodes. The favorable characteristics 
are often unfortunately of no avail because of late 
recognition of the lesion. Blood in the stools always 
occurs and its presence should indicate the necessity 
for rectal and sigmoidoscopic examinations in order 
to determine the cause of the bleeding. Pain and 
irregularity of the bowels may be the first com- 
plants. In carcinoma of the right half of the colon, 
diarrhoea usually occurs for a time, whereas progres- 
sive constipation is associated with cancer of the left 
colon. Early anemia is the rule and may be marked 
in carcinoma of the right colon because of persistent 
bleeding. The diagnosis is usually made by means 
of roentgenograms following a barium meal or enema. 

In the hepatic, splenic, and pelvic regions, por- 
tions of the colon may obscure the lesion so that 
all methods of examination are required for the dem- 
onstration of the lesion. In some cases sigmoidos- 
copy may be more valuable than roentgenography. 
The authors report three cases in which cancer was 
not suspected before operation and in which roent- 
genograms should have given a correct diagnosis. 

The authors strongly emphasize the importance 
of routine rectal and sigmoidoscopic examinations 
and the danger of giving barium by mouth in cases 
of suspected obstruction. The roentgenogram with- 
out barium in cases of acute obstruction will often 
show distended loops and indicate the position of 
the lesion. 

Before complete obstruction has occurred resection 
should be performed. In the right half of the colon 
this is done in one stage, but in the left half the two- 
stage operation is safer and should be the operation of 
choice. Withacute obstruction palliative procedures 
should be followed. The important features in the 
treatment of carcinoma of the colon are early opera- 
tion, exploration in doubtful cases, early recognition 
of obstruction, and the relief of retention in cases of 
obstruction. 

Intussusception is most frequent in infancy and 
is the most common cause of obstruction in young 
children. Intermittent abdominal pain and vomit- 
ing in a healthy child, six to twelve months of age, 
with a palpable sausage-shaped tumor, indicate in- 
tussusception. Early diagnosis, early operation, and 
supportive measures are essential. 
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In the colon, mesenteric obstruction is occasion- 
ally caused by an embolus from a heart valve or 
thrombosis of a mesenteric vein. Klein describes a 
partial form in which only peristalsis is affected. 
The authors cite a case of this type which was 
characterized by diarrhoea, blood in the stools, and 
vague abdominal symptoms preceding the onset of 
obstruction by several days. Volvulus may produce 
intestinal obstruction and require immediate oper- 
ation. Fixation of the abdominal wall is strongly 
advocated by some surgeons for the prevention of 
recurrence. 

Diverticulitis now occupies an important place in 
abdominal surgery. The projections are usually 
multiple and occur anywhere in the colon. Inflam- 
matory changes may simulate appendicitis. Necrosis 
and perforation are slow to develop and walling off 
with abscess formation is the rule. Chronic symp- 
toms may be characterized by repeated attacks of 
distress in the left lower quadrant with frequent and 
inadequate stools. The diagnosis is indicated by 
roentgenograms taken after an opaque meal. Diver- 
ticulitis is a disease of adult life. Surgery is rarely 
indicated in chronic diverticulitis except when the 
diagnosis is obscure and when carcinoma is suspected. 
In acute cases the patient should be observed care- 
fully until the process is walled off and then the 
abscess should be drained. 

Colitis usually begins in the rectum and extends 
upward, its course being marked by remissions and 
exacerbations, pain, diarrhoea, blood in the stools, 
tenderness along the colon, and fever. .The diag- 
nosis is based upon a study of the stools, proctos- 
copy, sigmoidoscopy, and roentgenograms. ‘Treat- 
ment consi ‘ts in local measures, correction of foci of 
infection, ‘he use of vaccines, and, in refractory 
cases, the establishment of a fistula at the caecum in 
order to rest the bowel. 

The ulcers of amoebic dysentery have a charac- 
teristic flask-shaped appearance and occasionally 
perforate the intestinal wall and cause abscesses in 
adjacent tissues. Liver abscesses are a frequent and 
serious comp ication. The treatment consists in local 
measures and the use of emetin. 

Polyposis is of diagnostic importance. The lesions 
vary from a few millimeters to several centimeters 
in size, cause hemorrhage and diarrhoea, and show a 
marked tendency to malignancy (40 per cent). Pal- 
liative treatment is unreliable and resection is rarely 
successful on account of the extensive and low dis- 
tribution of the lesions. 

The authors urge that in the study of obscure 
cases with vague abdominal symptoms full con- 
sideration be given to the large intestine. 

C. O. Hermpat, M.D. 


Manson-Bahr, P.: The Sigmoidoscopic Appearances 
of Dysenteries of Tropical Origin. Proc. Roy. 
Soc. Med., Lond., 1928, xxi, 898. 


According to Manson-Bahr the sigmoidoscope 
furnishes the most accurate information concerning 
dysenteric infection of the entameeba histolytica 


type, inasmuch as laboratory examination of the 
faces is so often negative. The lesions in the sigmoid 
and rectum are very distinctive and extend down 
as far as the level of the internal sphincter. In 
about 20 per cent of the cases the lesions are con- 
fined to the cecum and ascending colon and are 
therefore too high for sigmoidoscopic examination. 

The amoeba can often be isolated from the lesions 
if the mucosa is scraped with a dull spoon curette 
passed through the sigmoidoscope and if the scrap- 
ings are suspended in salt solution for microscopic 
inspection. 

The scattered, isolated ulcers with normal tissue 
between them are small and shallow and _ sur- 
rounded by hemorrhagic areas which are in the sub- 
mucosa. If not ulcerated the lesions form minute, 
yellow, papular elevations, which are really collec- 
tions of pus and nests of amoeba and débris com- 
municating with submucous ulcers. 

Especially in chronic or latent amoebic dysentery 
in which the organism is difficult to isolate, knowl- 
edge of the sigmoidoscopic appearance of the bowel 
is of tremendous value. 

Bacillary dysentery of Shiga and Flexner differs 
radically from ameebic dysentery in that the former 
is a disease of the mucous membrane while the lat- 
ter is mainly one of the submucosa. The bacillary 
type is also more extensive and severe. 

During the acute stage of the disease, sigmoido- 
scopic inspection is rarely justifiable because of the 
marked inflammation of the mucosa and_ the 
severity of the illness. The rectal surface is slightly 
nodular, rose-pink or deep red, and aedematous; 
there are numerous red blotches, caused by sub- 
mucous hemorrhages; the wall of the bowel is 
rigid and inelastic; and the natural folds are absent. 
The mucosa bleeds easily and examination is 
exceedingly painful. 

In the chronic form the mucosa appears as a 
solid layer of granulation and is rigid, raw, and 
bleeding. Cuarces F. DuBois, M.D. 


McCann, F. J.: An Operation for the Cure of Pro- 
lapse of the Rectum in the Female. Proc. Roy. 
Soc. Med., Lond., 1928, xxi, 891. 


Rectal prolapse is usually due to muscular relaxa- 
tion. If defecation is accompanied by eversion of 
the mucous membrane and if there is gradual failure 
of the retentive mechanism, namely, the levatores ani 
and sphincter ani muscles, then prolapse results. In 
some cases there is a congenital muscular weakness 
which is a definitely predisposing factor in rectal 
prolapse. 

McCann’s method of correcting a rectal prolapse 
in the female is as follows. The patient is placed in 
an elevated lithotomy position and the prolapse is 
reduced. An incision is made around the dilated anal 
orifice anteriorly and laterally for three-quarters of 
its circumference. A median incision is then made 
in the perineum from the anal orifice to the four- 
chette and extended outward and forward into each 
labium. The dissection is then carried deeper so as 
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to expose the sphincter and levator muscles. Next 
the vaginal wall is dissected upward for about 2 in. 
as a flap between the two labial incisions. The re- 
pair is begun by reducing the anal orifice to a normal 
size with catgut sutures in the sphincter ani. The 
muscle is grasped anteriorly and a catgut suture is 
passed on one side from within outward and on the 
opposite side from without inward and tied. The 
mucosa is avoided as the suture passes under the 
sphincter. Silkworm mattress sutures are then 
placed in the perineum from side to side through 
the levator muscles, but they are not tied until the 
incision has been closed. ‘The levator ani muscles 
are then united by means of interrupted catgut 
sutures. 

A V-shaped piece is then excised from the posterior 
vaginal wall and the edges are united with inter- 
rupted catgut sutures which are placed deep enough 
to include the levator ani muscles. This row of su- 
tures is continued posteriorly to close the skin inci- 
sion on the perineal floor. Finally the silkworm su- 
tures are tied through small pieces of rubber tubing. 

The usual postoperative rectal care is given. Bowel 
movements are avoided for a few days. 

McCann has found that this procedure results in 
complete sphincter control. 

Cuar-es F. DuBois, M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Wilson, M. J.: Observations on the Form of the 
Normal Gall Bladder. Canadian M. Ass. J., 1928, 
xviii, 276. 

The author reports his observations on a series of 
twelve normal gall bladders. These were secured 
from bodies which were examined within three 
hours after death. Cases were selected in which 
there was no history of biliary or hepatic disease 
and in which the liver and gall bladder appeared 
normal. Further examination revealed no calculi or 
other evidence of disease. 

The most interesting feature of the gall bladders 
was the presence of folds in the mucous lining which 
appeared as very thin partitions or shelves. These 
varied in form from incomplete crescentic rings pro- 
jecting for a few millimeters to veritable partitions 
obstructing three-fourths or more of the lumen. 

Of the twelve gall bladders examined three pos- 
sessed straight cystic ducts without shelves. Of 
the nine others two had no shelves, three had one 
shelf at the beginning of the cystic duct, and four 
had two shelves—one at the origin of the cystic 
duct and one at some distance from it, thus forming 
a pouch. 

From a study of these specimens Wilson concluded 
that these shelves were normal structures, probably 
without function other than that of increasing the 
surface area of the mucous membrane. It is con- 
ceivable that a calculus might exist in one of these 
loculi for years without causing symptoms. 

ARTHUR L. SHREFFLER, M.D. 


Copher, G. H., and Illingworth, C. E. W.: Mecha- 
nism of Emptying of the Gall Bladder and 
Common Duct. Surg., Gynec. & Obst., 1928, xlvi, 


459. 

Berg, B. N.: Gall-Bladder Function after Division 
of the Common Duct and Transplantation of 
the Proximal Segment; with a Histological 
Study of the Repair at the Site of Transplanta- 
tion. Surg., Gynec, & Obst., 1928, xlvi, 464. 


CopHER and ILLINGWorRTH in their study of the 
mechanism of gall-bladder emptying exposed the 
gall bladder of a cat and filled it with iodipin. It was 
found that if the animal was starved no emptying 
of the gall bladder occurred for two or more days, 
but that the administration of a meal of fat or pref- 
erably of egg yolk and cream caused a flow of oil 
from the gall bladder into the duodenum. 

In order to exclude variations in intra-abdominal 
pressure the same experiment was repeated with a 
cannula connected with a finger cot and inserted 
intra-abdominally into the cystic duct. Twenty-four 
hours later all of the iodipin was found to be still in 
the gall bladder, but five hours after the meal a con- 
siderable degree of emptying of oil from the gall 
bladder into the rubber bag had taken place. 

The authors believe that muscular contraction is 
not the only factor involved and that elasticity and 
the ebb and flow of fresh bile from the liver play an 
important part in the mechanism of emptying. 

BERG employed the following method to determine 
experimentally whether the sphincter is essential for 
normal gall-bladder function. The common duct was 
divided extramurally and the proximal segment was 
transplanted to another part of the duodenum. This 
procedure completely excluded the sphincter and 
severed its neuromuscular continuity with the gall 
bladder. 

The cholecystograms obtained in two dogs in 
which the sphincter had been excluded were relative- 
ly normal in comparison with those of the controls. 

Study of the repair at the site of the choledocho- 
duodenostomy revealed that the structure of the 
duct was intact. The transition from bile-duct epi- 
thelium to intestinal epithelium occurred at the duo- 
denal orifice of the duct. No histological changes 
were observed in the sections which were made of 
the original obliterated sphincter of Oddi. 

ARTHUR L. SHREFFLER, M.D. 


Wilkie, D. P. D.: Some Aspects of Gall-Bladder 
Disease. Brit. M.J., 1928, i, 481. 


Wilkie has been able to confirm Rosenow’s find- 
ings which explain the presence of sterile bile in in- 
fected gall bladders by demonstrating that the 
streptococcus infection is located in the submucous 
coat of the bladder. 

Medical treatment of gall-bladder disease must, 
therefore, be aimed at this intramural infection and 
must attack it by way of the blood stream. In 
chronic cases surgical treatment is obviously neces- 
sary and should include not merely drainage of the 
lumen, but removal of the diseased wall. 
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Infection and stones are usually found together 
but the former is apparently the primary factor. 
Wilkie believes that there are two types of stones 
which are metabolic in origin—single pure choles- 
terin and the multiple pure pigment calculi. Both 
cholesterosis and multiple mulberry stone condi- 
tions are believed to result from infection. The 
mucous membrane absorbs cholesterol from the bile, 
but in the presence of infection, partial obstruction 
results and cholesterol esters accumulate in the cells 
of the mucous membrane. Experimental work has 
proved that cholesterin stones are found when the 
cystic duct is patent and that calcium calculi are 
found when the cystic duct is obstructed. 

Wilkie calls attention to the symptoms of chronic 
gall-bladder disease and their close relationship to 
duodenal symptoms. The duodenal tube and Gra- 
ham-Cole cholecystography are especially valuable 
in establishing a diagnosis. Palliative treatment 
should be given a fair trial, but eventually chole- 
cystectomy—not drainage—will be necessary. Gall- 
bladder surgery has a low mortality rate in the ab- 
sence of secondary changes and complications. 
Elderly patients may be operated upon safely under 
twilight sleep and local anwsthesia. 

Cuester L. Crean, M.D. 


Lyon, B. B. V., and Swalm, W. A.: Obstruction of 
the Cystic Duct of a Catarrhal Variety. J. Am. 
M. Ass., 1928, xc, 833. 

The authors raise the question as to whether a 
positive cholecystogram should always be construed 
to mean a pathological condition of the gall bladder 
of surgical degree. They believe that cholecystog- 
raphy which is quoted as go to 100 per cent accurate 
has its limitations and that these figures are too 
high. Cholecystography can be relied upon for the 
detection of late pathological changes in the gall 
bladder but the authors are doubtful of its ability 
to demonstrate beginning cholecystitis. 

It is the opinion of Lyon and Swalm that in early 
cholecystitis the reaction to a low-grade inflamma- 
tion or to subinfection is at first a catarrhal process 
involving the mucous membrane rather than the 
serosa as suggested by Graham. This early catarrhal 
process in many cases may be localized chiefly in 
the cystic duct and is recognizable by only two 
diagnostic procedures—study of biliary-tract drain- 
age or Graham’s method. The latter method, how- 
ever, cannot differentiate between cystic duct ob- 
struction caused by catarrh and that produced by 
adhesions, stone impaction, or stricture, whereas 
cystic-duct obstruction when due to catarrh gives 
an abnormal drainage sequence and a characteristic 
microscopic picture. 

When the catarrhal obstruction is complete the 
Graham cholecystogram will be positive, thus sug- 
gesting cholecystitis of a surgical degree. However, 
by means of repeated biliary drainage it has been 
possible to change a positive into a negative or 
normal cholecystogram. This condition may account 
for some cases in which operation was performed on 


the basis of a positive cholecystogram, but in which 
the surgeon was unable to demonstrate disease of 
the gall bladder. It is the authors’ belief that these 
patients with catarrhal cystic-duct obstruction un- 
associated with other pathological change do not 
require surgery, but will regain normal gall-bladder 
function after non-surgical biliary-tract drainage. 
When the obstruction has been overcome the pa- 
tient may return to the fat-full diet to which he had 
previously been tolerant. 
ArTHUR L, SHREFFLER, M.D. 


Judd, E. S., and Greene, E. I.: Choledochus Cyst. 
Surg., Gynec. & Obst., 1928, xlvi, 317. 


In 17,381 operations performed on the biliary tract 
at the Mayo Clinic during the period from July 1, 
1907, to January 1, 1926, choledochus cyst was found 
but once. 

Judd and Greene have reviewed sixty-four cases 
reported in the literature and have found that 
choledochus cyst has been diagnosed pre-operatively 
only once, by Neugebauer in 1924. 

The case of a young girl, thirteen years of age, is 
described by the authors. Pain in the right upper 
quadrant, intermittent jaundice, and acholic stools 
were the chief symptoms. At operation a cyst of 
the common duct was found, measuring 13 cm. in 
diameter. 

The etiology of choledochus cyst is unknown, but 
theories concerning its origin are numerous and in- 
clude the following: the abnormal course of the 
choledochus through the wall of the duodenum, the 
abnormal rotation of the midgut, a primary weak- 
ness of the wall of the duct, a primary diverticulum 
resulting from a pancreatic rest in the wall of 
the choledochus, and a valviform duplication of the 
wall. 

The disease occurs in youth, the average age of 
the patients being fifteen and five-tenths years. 
Females are affected more frequently than males. A 
fairly typical syndrome is described which, if present, 
should always suggest this condition. Jaundice is 
the most constant symptom, but its degree of in- 
tensity varies. Pain, which also varies in intensity, 
occurs in the region of the gall bladder. These 
symptoms, together with the appearance of a cyst 
when the sac is filled, and its disappearance when 
the sac empties, constitute the most significant diag- 
nostic signs. 

Any type of operation that permits the bile to 
enter the gastro-intestinal tract may be performed. 
Choledochoduodenostomy affords the best results 
and had been performed on the majority of the 
eighteen patients who were living at the time the 
report was made. Attempts at enucleation were 
invariably fatal. 

Else, J. E.: Relationship of the Pancreas to Gall- 
Bladder Infection. Northwest Med., 1928, xxvii, 
145. 

The causes of recurrences following operation 
upon the gall bladder are classified by Else as follows: 
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incomplete operation, errors in diagnosis, true re- 
currences, coincidental lesions, and complications. 
The three chief complications of gall-bladder disease 
that result in continuation of symptoms after oper- 
ation are hepatitis, adhesions between the gall 
bladder and surrounding viscera, and pancreatitis. 

Infection may reach the pancreas through regurgi- 
tation of bile, regurgitation of duodenal contents, 
lymphatic extension, blood-stream infection, or 
direct extension. That pancreatitis may result from 
the injection of bile or of duodenal contents has been 
shown experimentally. That the blood stream may 
be a source through which infection reaches the 
pancreas cannot be disputed, for pancreatic involve- 
ment has been found along with generalized infection 
and has also been reported as a complication of 
appendicitis. ‘Trauma and direct extension, especial- 
ly from the stomach and duodenum, are also etio- 
logical factors in acute pancreatitis. 

The author reports one primary and five second- 
ary cases of acute pancreatitis. The patient with 
primary pancreatitis was brought to the hospital 
in a state of shock and died a few hours later. 
Of the cases of secondary acute pancreatitis three 
were secondary to cholecystitis, one was secondary 
to duodenal ulcer, and one, to trauma. All five 
patients were operated upon and recovered. 

Chronic pancreatitis as a complication of biliary 
disease occurs more frequently than does acute 
pancreatitis. Thickening of the head of the pancreas 
in conjunction with gall-bladder disease is com- 
monly seen by the surgeon. Interference with sugar 
metabolism has also been observed: 

The author advises a fat-free diet for a period 
of one year for those patients who have persistent 
symptoms due to a deficient fat digestion resulting 
from pancreatic lesions. MERLE R. Hoon, M.D. 


Miyagi, J.: Disturbances of Gastric Secretion in 
Chronic Pancreatic Diseases (Ueber die Stoer- 
ungen der Magensaftsekretion bei chronischen Pan- 
kreaserkrankungen). Arch. f. klin. Chir., 1927, 
exlix, 194. 

Because of the great differences of opinion con- 
cerning the occurrence of disturbed gastric secretion 
in cases of chronic pancreatic disease, Miyagi has 
made a detailed study of fifty-seven patients in 
whom microscopic examination revealed disease of 
the pancreas. As a result of this study he has found 
that in 82 per cent of the cases there was a diminu- 
tion or absence of free hydrochloric acid in the 
gastric secretions. 

Miyagi also conducted experimental studies on 
dogs after a pancreatitis had been provoked. In the 
acute stage he found that a hyperacidity occurred 
and inthe chronic stage a hypo-acidity and concluded 
that pancreatitis is, therefore, a factor in the dis- 
turbances of gastric secretion. He believes that the 
absence of gastric secretion does not induce a pancre- 
atitis, that disturbances of the external secretions 
of the pancreas and chronic resorption of healthy 
or of inflamed pancreatic tissue exert no influ- 


ence on the secretion of the stomach, but that this 
influence is exerted by the internal secretions of that 
organ. The stomach secretion is consequently in- 
creased, but if the pancreatic activity soon becomes 
stationary in the hyperactive state the gastric 
secretory activity returns to normal. Therefore, the 
author believes that the disturbances of gastric 
secretion in cases of chronic pancreatitis must be 
ascribed in part at least to changes in the internal 
secretion of the pancreas. 

Further experiments showed that gastric secretory 
activity diminishes following section of the vagus 
nerves and does not return to normal, that there is a 
transient increase and then a return to normal fol- 
lowing section of the splanchnic nerves, and that 
results following section of both these groups of 
nerves are similar to those following section of the 
vagus nerves alone. Following section of the 
peripheral nerves of the pancreas, which is tech- 
nically very difficult to perform, no changes in gas- 
tric secretion were observed. Gastric secretory 
activity in cases of pancreatitis following section of 
the vagus or splanchnic nerves or of both together 
exhibits only mild disturbances. During the acute 
inflammatory stage there is an increased secretory 
activity but with the appearance of the chronic stage 
it decreases again. No changes resulted, however, 
from section of the peripheral nerves to the pancreas 
in cases of pancreatitis. 

The author concludes that the disturbance in 
secretory activity of the stomach in cases of pan- 
creatitis is of a definitely nervous type. 

Simon (Z). 


Deuchler, W.: A Case of Traumatic Rupture of the 
Pancreas (Ueber einen Fall von subcutaner Pan- 
kreasruptur). Zentralbl. f. Chir., 1927, liv, 2957. 


The author reports a case of traumatic rupture of 
the pancreas in a farmer who fell from a hay loft 
and struck the upper part of his abdomen on the 
edge of a wagon. Increasingly severe pains were 
felt in the upper abdomen and nausea and vomiting 
occurred. The patient entered the hospital forty- 
one hours later and the findings indicated the 
presence of a peritonitis. The pulse was small and 
rapid and there was board-like rigidity and marked 
tenderness on pressure in the upper abdomen. 

When the peritoneum was opened about 250 
c.cm. of bloody serous fluid were found. There were 
numerous fat necroses in the omentum. Above the 
stomach the lesser omentum was torn and the 
pancreas, which was free, was transversely and 
completely ruptured. Blood was flowing from the 
rupture. There were numerous fat necroses here 
and in the vicinity. Examination of the gastro- 
intestinal tract was negative. The wound in the 
pancreas was packed and drained, but no suturing 
was done. The pouch of Douglas was also drained. 

The general condition of the patient improved. 
About three and one-half weeks later ileus occurred. 
An artificial faecal fistula was made in the right lower 
abdomen and healed spontaneously in four weeks. 
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Four months after the onset of the illness the patient 
was discharged as cured. 

As the presence of pancreatic juice had been 
demonstrated in the pouch of Douglas the author 
believes that in injuries of the upper abdomen 
Douglas’ pouch should always be drained. 

ROSENBURG (Z). 


MISCELLANEOUS 


O’Brien, F. W.: Elevation of the Diaphragm. 
Radiology, 1928, x, 226. 


Temporary elevation of the diaphragm occurs in 
cases of pneumonia, lung abscess, subphrenic ab- 
scess, liver abscess, diabetes and Banti’s disease and 
during digestion. Permanent elevation of the dia- 
phragm is seen in eventration, diaphragmatic hernia, 
mediastinal tumor, aneurism, chronic tuberculosis, 
and in any condition in which there is permanent 
involvement of the phrenic nerve. 

The only conditions that the author discusses are 
subphrenic abscess, eventration, and diaphragmatic 
hernia. 

X-ray study of the position of the diaphragm, its 
shape, and degree of excursion is of great diagnostic 
importance. When these signs are combined with 
roentgen evidence of the presence or absence of dis- 
ease above or below the diaphragm and are corre- 
lated with the clinical picture, they are of special 
importance and may be pathognomonic in cases of 
subphrenic abscess or diaphragmatic hernia. 

Two kinds of subdiaphragmatic abscess are seen 
—the simple type and the gas-containing type. Ap- 
proximately one-third of all cases are of the second 
type. 

Clinical signs of subdiaphragmatic abscess are the 
“church steeple” type of temperature, a respiratory 
rate out of proportion to either the temperature or 
pulse, pain at the costal margin referred to the back 
and frequently to the shoulder, sweats, rigors, short 
catchy diaphragmatic cough, vomiting, and _hic- 
cough. There is progressive loss of weight. Physical 
examination usually reveals a mass bulging in front, 
laterally, or posteriorly. Percussion down the back 
indicates the presence of an area of normal resonance, 
then increased dullness due to compression of the 
lung, and finally dullness due to pus. 

Roentgenograms show that the diaphragm on the 
affected side is elevated. The contour of the dome 
is smooth and regular. The costophrenic angle is 
clear and the lung fields are normal. At the fluoro- 
scopic examination the diaphragm is found to be 
fixed on the affected side. If the abscess is on the left 
side the air bubble of the stomach may be absent or 
transposed far out to the left. If the abscess is of 
the gas-containing type there will be a semicircular 
area of clear space. The lower portion of this semi- 
circular area represents the fluid level and the clear 
space is caused by the gas. 

Eventration of the diaphragm is relatively rare 
and is characterized by a general expansion of either 
half of the diaphragm, allowing the abdominal vis- 


cera to be displaced upward into the thoracic cavity. 
If there are no adhesions between the lung and the 
diaphragm the thinned out diaphragm is seen to 
move upward with inspiration and downward with 
expiration (paradoxical respiration). 

Diaphragmatic hernia manifests itself roentgeno- 
logically as an irregular, elevated, broken line ex- 
tending across the affected side. The deformity is 
increased when the patient is in the prone position. 

The non-traumatic, acquired type of diaphrag- 
matic hernia occurs in a normal opening, especially 
that of the osophagus. The elevation of the dia- 
phragm is only moderate and is best seen after 
the ingestion of a barium meal. Observation of the 
opaque meal under the fluoroscope shows that the 
hernia -fills first, while the oesophagus fills later. 
The difficulty in detecting the small hernia is due to 
the fact that as soon as the cardia begins to empty 
there is a spontaneous reduction of the hernia. The 
symptoms of this type of hernia present the widest 
variations from vague discomfort to findings similar 
to those in gall-bladder disease or peptic ulcer. 

Cuarces H. Heacock, M.D, 


Vance, B. M.: Subcutaneous Injuries of the Ab- 
dominal Viscera: Anatomical and Clinical 
Characteristics. Arch Surg., 1928, xvi, 631. 


Vance says that physical violence produces two 
types of lesions in the abdominal cavity and its 
organs—penetrating or percutaneous and non- 
penetrating or subcutaneous lesions. ‘The latter 
group includes lesions caused by blunt force with or 
without external marks. Diagnosis is difficult and 
early recognition is of the utmost importance. In 
this article the author considers the second group 
of lesions. 

There are two main types of blunt force: (1) 
generalized violence to the entire abdomen due to 
falls from a height, compression between two collid- 
ing objects, crushing by a falling mass or the wheel of 
a vehicle and (2) localized violence, due to kicks by 
horses, kicks with the foot, stamping on the body, 
blows with fist or stick, and thrusts with a wagon- 
pole. 

The abdominal injuries themselves fall into two 
groups: (1) injuries of the parenchymatous abdomi- 
nal viscera, represented by the liver, spleen, kidney, 
and pancreas and (2) injuries of the hollow abdomi- 
nal viscera, including the stomach, the intestines and 
their mesenteries and the urinary bladder. 

Group 1. The parenchymatous organs lie in the 
upper abdomen well protected by the lower chest 
walls, and injury to them usually requires a severe 


- grade of violence. The usual results are shock and 


hemorrhage which are frequently fatal. The selec- 
tion of cases for this paper excluded the severe 
generalized trauma with multiple and rapidly fatal 
injuries and included only cases with characteristic 
clinical and anatomical features to illustrate the 
various types of injuries. 

Liver. Rupture of the liver is the most common re- 
sult of injury by blunt force. Geill estimated that 
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such ruptures occurred in 59.9 per cent of all in- 
juries of the trunk. The liver is firm, only slightly 
elastic, and has very limited mobility so that it is 
particularly susceptible to trauma. Injury of the 
normal liver requires a marked degree of violence, 
but a pathological condition may allow a slight 
injury to cause rupture. Such easy rupture is 
classified as spontaneous. 

Hitzrot classifies subcutaneous injuries of the 
liver as: (1) true ruptures in which both capsule and 
parenchyma are torn and (2) subcapsular ruptures 
in which the capsule remains intact. 

The true ruptures may be sagittal cracks in the 
convex or concave surfaces, transverse and oblique 
cracks in the upper or under surface, crater-like 
lacerations of the upper surface of the right lobe 
near the coronary ligament, or complete division. 

There are two varieties of subcapsular ruptures. 
(1) The subcapsular haematoma is a collection of 
blood between the capsule and the parenchyma 
usually on the superior surface, caused by stripping 
of the capsule when the ligaments are stretched. 
Edler states that this is accompanied by severe 
local pain as the capsule is well supplied with nerves. 
(2) Central ruptures of the liver produce closed 
cavities in the parenchyma filled with blood and 
traumatized liver tissue. These are caused by a 
severe pressure against the anterior edge followed by 
movement to the left. As the liver is anchored pos- 
teriorly by the spine the result is a shattering of the 
parenchyma with rupture of the blood vessels. A 
large intrahepatic hematoma may be formed, 
usually in the right lobe. 

The following complications may be present: (1) 
Shock varying from slight immediate effect to 
temporary unconsciousness or prostration. (2) 
Hemorrhage, at first bright red, later brownish, 
causing an irritation of the peritoneum. Infection 
may develop. (3) Traumatic infarct due to im- 
paired blood supply of the edges of deep lacerations. 
These areas may be absorbed or may form a se- 
questrum. Surrounding adhesions may cause the 
formation of a true abscess. (4) Central rupture with 
hematoma formation in the liver and with no 
bleeding into the abdominal cavity. The smaller 
ruptures tend to heal; larger ones develop traumatic 
infarcts and sequestra. ‘The reaction to blood or 
bile is cyst formation and, if infection occurs, an 
abscess is formed. (5) Embolism involving the heart 
and lungs. 

The inferior vena cava is occasionally ruptured. 
The portal vein and hepatic artery are rarely rup- 
tured because of their elasticity and mobility. 
Thrombosis of the portal vein may result from in- 
jury of the blood-vessel walls and cause portal ob- 
struction. 

Any portion of the biliary tract may be injured. 
Lewerenz has reported the following lesions in 
sixty cases: twenty-three injuries of the gall bladder, 
eight injuries of the intrahepatic bile ducts, nine 
of the common bile duct, six of the hepatic ducts 
outside the liver, one injury of the cystic duct, and 


thirteen injuries of uncertain location. The gall 
bladder is ruptured by severe violence or, if in a 
diseased condition, from slight hydraulic pressure. 
The common duct and the extrahepatic branches are 
ruptured by hydraulic action, by compression 
against the vertebral column, or by laceration fol- 
lowing elevation of the anterior edge of the liver. 
The large intrahepatic ducts are injured by any deep 
tear or by small sagittal tears into the hilum, in the 
furrow of the round ligament, and in the left hepatic 
duct. 

Continued excretion of bile gives the clinical 
picture of absorption and jaundice, chemical irrita- 
tion of the peritoneum with a fibrinous exudate 
blocking absorption, and ascites (bile) with clearing 
of the jaundice. Extravasation of bile is fatal 
unless the ruptured duct is closed. 

Twenty-one cases of ruptured liver without other 
injury were found at necropsy. Immediate death 
occurred in 33.3 per cent of the cases and 38.1 per 
cent of the patients died within six hours, operation 
being impossible because of collapse. Only 28.6 per 
cent of the patients lived long enough for clinical 
observation (twelve hours to fifteen days) and in 
only two of these was laparotomy performed. Nine 
clinical records showing the results of laparotomy are 
given. The degree of shock varies from slight im- 
mediate effect to severe collapse. Pallor, restlessness, 
cold skin, and dyspnoea indicate abdominal hemor- 
rhage. Rigidity and pain were noted in all cases 
except those with marked shock. Pain in the right 
shoulder was present in three cases. External evi- 
dence of injury was present in four cases. The 
operative procedure included gauze tamponade of 
the injured area. 

A review of the cases shows three groups: (1) 
a large number of cases of immediate death from 
shock and hemorrhage, (2) spontaneous healing 
after slight ruptures, many of which probably were 
not recognized, and (3) cases in which patients lived 
for several hours or days with death as the result of 
continued flow of blood or bile. This type of case 
may be saved by operation, though the mortality 
is 60 to 80 per cent. Prompt diagnosis is of great 
importance. The abdominal symptoms may be 
obscured by acute alcoholism or other factors. 

Spleen. Ruptures of the spleen are second in 
importance to those of the liver (Geill, 33 per cent). 
This organ is well protected and more mobile than 
the liver and is affected only by severe violence, 
either a sudden localized force with hydraulic 
bursting or bending, with the rupture at right 
angles to the line of bending. The most common 
type is a transverse rupture at the hilum. Other 
types are transverse rupture of the convex surface, 
crushing or laceration by fractured ribs, and tearing 
of the parenchyma caused by a sudden check in 
motion. Spontaneous ruptures may occur when the 
spleen is enlarged and engorged with increased 
cellular elements. At such times a slight violence, 
such as coughing, sneezing, or laughing, may be 
sufficient to cause injury. Predisposing conditions 
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are malaria and, less often, typhoid, leukemia, 
typhus fever, cirrhosis of the liver, advanced preg- 
nancy and similar conditions. 

Anatomically the ruptures are classified as (1) 
ruptures of both capsule and parenchyma and (2) 
ruptures of the parenchyma only. 

Ruptures of both capsule and parenchyma com- 
monly occur. They vary in size and are usually 
transverse at the hilum. The immediate complica- 
tion is hemorrhage, slow or profuse. Adhesions 
may form about the spleen and a subphrenic abscess 
may develop. Small ruptures tend to heal while 
the larger lacerations may develop traumatic in- 
farcts. 

In contusion of the spleen there is hematoma 
formation with enlargement. Inflammatory adhe- 
sions of the capsule may develop. The symptoms 
are severe pain in the left hypochondrium, splenic 
enlargement, and fever of the quotidian type. The 
cause of the fever is not definitely known and 
may be due to the lighting up of an old septic proc- 
ess or malaria. Chronic splenic hypertrophy as 
described in the older literature is doubted. Small 
lesions heal by scar formation, while larger lesions 
form traumatic cysts, infarcts or, rarely, abscesses. 

The majority of splenic ruptures are associated 
with other injuries. Death is not so rapid and is 
usually late and due to hemorrhage. Twelve cases 
are reported with four deaths and eight recoveries. 
Clinical signs were moderate shock, haemorrhage, 
abdominal pain, rigidity, and tenderness with in- 
creased pain on respiration in some cases. -There was 
shifting dullness in the flanks from haemorrhage in 
three cases. 

Splenectomy is indicated in all cases. The mortal- 
ity is estimated at from 34 to 43 per cent. Blood 
changes and lymph-gland enlargement may be 
noted. Minor disturbances in the lymphatic hamato- 
poietic system are expected but were not observed 
in the cases reported. The four fatal cases showed 
other injuries due to the severe trauma which 
contributed to the fatal result. 

Kidneys. The kidneys are less often ruptured 
by blunt force (21.5 per cent according to Geill). 
The lesion is usually unilateral. A less intense force 
acting in the lumbar region may be sufficient, while 
a very severe injury is necessary when acting on the 
anterior wall. Kuester states that a hydraulic 
bursting when the organ is congested is the usual 
action. Pathological conditions, such as renal 
tuberculosis or suppuration, may allow a spontane- 
ous rupture under slight trauma. The majority of 
ruptures are transverse and caused by extreme 
bending, as in localized violence or sharp adduction 
of the twelfth rib. 

Wagner classifies lesions as follows: (1) Separation 
of the fatty capsule from the fibrous capsule without 
rupture of the parenchyma. (2) Ruptures involving 
the parenchyma but not the pelvis or pyramids. A 
perirenal haematoma without urinary extravasation 
may occur. Large tears may form small traumatic 
infarcts. The fibrous capsule may be uninjured, in 


which case the hematoma may extend to the hilum 
and down the spermatic vessels, sometimes as far 
as the inguinal ring. This may point in the groin in 
two or three weeks. (3) Extensive ruptures in- 
volving the pelvis or pyramids and causing perirenal 
diffusion of the blood and urine. Blood may be found 
in urine excreted through the bladder. (4) Fragmen- 
tation of the parenchyma causing necrosis and 
resulting in the development of an abscess if un- 
treated. (5) Partial or complete tearing of blood 
vessels in the ureter frequently accompanying severe 
trauma. Varying degrees of hemorrhage, extravasa- 
tion of urine, and necrosis occur. The resulting in- 
flammatory reaction may form a cystlike structure 
—a pseudohydronephrosis—which develops within 
a week, 

True hydronephrosis may result from ureteral 
stricture, pressure of hematoma, or obstruction 
within the duct (a clot or pre-existing calculus) or 
may result from traumatic displacement with kink- 
ing of the ureter. Traumatic anecurism of the renal 
artery may occur in either its intrarenal or extra- 
renal portion. 

Intra-abdominal hemorrhage occurs in only 5.7 
per cent of the cases (Kuester) and usually in 
children. There may be extravasation of urine also 
if the pelvis is torn. Six cases are reported and in 
each of them a good recovery was made. There 
was pain and tenderness in the right or left 
flank and blood in the urine. Two cases were not 
operated upon because of slight symptomatology, one 
was sutured, and in three the kidney was removed. 
Slight injuries may heal without operation but in 
the more severe injuries, operation is imperative. 

Pancreas. Subcutaneous ruptures of the pancreas 
are rare (4.4 per cent according to Geill). Bosch 
states that slight injury occurs more frequently 
than is generally recognized. Few lesions of the 
pancreas give definite signs. Anatomically the or- 
gan is closely applied to the posterior wall at the 
second lumbar vertebra, with no range of motion. 
It is not easily injured because of its lobulated 
structure and its distance from the anterior wall. It 
must be crushed against the vertebra by an intense 
localized force. The lesions are usually at the left 
near the tail, though they may be at the middle 
or at the junction of the head and body. 

If the rupture is complete, death usually occurs 
from shock and hemorrhage, but suture or tam- 
ponade may prove successful. The mortality is 
about 72 per cent (Karewski). Fistula in the lapa- 
rotomy scar is a frequent complication. With minor 
lacerations the hemorrhage may be slow and a 


- hematoma of the lesser peritoneal sac may develop 


if the foramen of Winslow is closed. If the foramen 
is open the blood passes into the general peritoneal 
cavity. When the pancreatic ducts are torn the 
secretion causes areas of fat necrosis. With in- 
fection a suppurative peritonitis develops. 

If the peritoneum covering the gland is intact 
a retroperitoneal hemorrhage develops, resulting 
finally in the formation of a traumatic pancreatic 
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cyst. Two types are distinguished—the peripan- 
creatic and the endopancreatic cyst. The peripan- 
creatic cyst is manifested as an epigrastic swelling, 
sometimes as early as eleven days after injury. 
A fibrous wall develops because of inflammatory 
reaction. Signs of pancreatic disturbance are noted, 
such as loss of weight, anorexia, constipation, gly- 
cosuria, and fatty stools. Erosion of the intestine 
may occur with subsequent drainage, but usually 
drainage and tamponade are required. The endopan- 
creatic cyst is similar to the previous type except 
that the hemorrhage is located deeper in the sub- 
stance of the gland. A second form of endopan- 
creatic cyst, which is considered to be due to a 
lesion in the head of the pancreas, causes scar 
constriction of the larger ducts and the resulting 
formation of numerous small cysts. The occurrence 
of this second type has been disputed. No clinical 
records of pancreatic injury are presented. 

Group 2. The hollow abdominal viscera are for 
the most part fragile and poorly protected and 
may be ruptured with slight force. The injury. is 
often solitary with a low grade of shock and slow 
onset of symptoms. Death is usually due to an acute 
suppurative peritonitis, less often to an intra- 
abdominal hemorrhage. Because of their mobility 
the viscera are less often injured than the parenchym- 
atous organs. 

Gastro-intestinal tract and mesenteries. Subcutane- 
ous injuries of the gastro-intestinal tract are rel- 
atively infrequent.’ Geill states that stomach in- 
juries occur in 7.1 per cent and intestinal injuries 
in 11.1 per cent of the cases. There are three forms 
of injury: (1) crushing or contusion by direct 
compression against the spine or pelvis, (2) tear- 
ing by a tangential force exerting traction on the 
canal or mesentery, and (3) bursting due to a 
sudden increase of pressure with hydraulic action. 

The stomach is well protected and only a severe 
force can cause injury to it. Death is due to shock 
and hemorrhage from associated lesions, although a 
chemical peritonitis may be a contributing factor. 

The duodenum is more deeply placed but it is 
more fragile. The three types of lesions are found 
and when they are due to hydraulic bursting, 
they occur at the most dependent portion. A 
gaseous gangrenous cellulitis is set up behind the 
peritoneum and is rapidly fatal. This condition is 
frequently overlooked at operation. 

The intestines are more frequently injured than 
the stomach or duodenum because of their more 
exposed position. The large intestine is less exposed 
than the small intestine. Berry found the small 
intestine injured in 177 cases and the large intestine 
in 15 cases. A complete tear usually occurs in the 
jejunum, a few inches distal to the ligament of 
Treitz. The circular muscle contracts immediately 
and prevents leakage but relaxes after several 
hours. Death is either early from haemorrhage 
from the mesentery or late from peritonitis. Partial 
tears are large ragged ovoid perforations on the 
peritoneal surface. All degrees of contusions are 


noted. A bursting lesion is small, usually single, 
and opposite the mesentery. A hernial sac predis- 
poses to rupture by violence or even muscular action 
because of the weakness of the wall. Spontaneous 
bursting occurs when there is ulceration or necrosis, 
for example, the bursting of an incarcerated hernia 
on attempted reduction. 

Ten case histories with five recoveries are re- 
ported by Vance. The signs are moderate shock 
and evidences of progressive peritonitis—pain, 
tenderness, distention, and rigidity. Eight of the 
cases showed a bursting type of lesion. Early 
operation is essential and should consist of suture of 
small lesions or resection if necessary. Enterostomy 
is required to relieve distention in cases of severe 
ileus. 

The mesentery is either contused by sharply 
localized, violent crushing of one or several layers 
against the ilia or vertebrae or, more commonly, 
torn by tangential force, such as traction by the 
wheel of an automobile. The mesentery of the small 
intestine is most frequently injured while fewer 
injuries occur in the mesosigmoid, the mesocolon 
transversum, the omentum, and the meso-appendix. 

Intra-abdominal hemorrhage is the usual result, 
commonly prolonged for hours or days but oc- 
casionally rapidly fatal. Peritonitis follows when 
there is associated rupture of the intestine. When 
the rupture is adjacent to the intestinal insertion, 
necrosis and gangrene occur with a severe toxic and 
paralytic ileus. If the lesion is too small to cause 
gangrene, a chronic stenosis results from inter- 
ference with the blood supply. The treatment should 
consist in ligation with resection of the intestine if 
necessary. 

Bladder. Subcutaneous ruptures of the urinary 
bladder are rare (4.4 per cent according to Geill). 
In cases of contracted bladder, injury is only by a 
violence severe enough to fracture the pelvis. When 
the bladder is distended, the fundus lies between the 
sacral promontory and the anterior wall and is 
vulnerable to violence on the lower abdomen. 

Ruptures are either extraperitoneal or intraperi- 
toneal. The extraperitoneal ruptures occur either 
with or without fracture of the pelvis. Those 
associated with a fracture of the pelvis are more 
common. They are usually located midway between 
the fundus and urethra and are caused by the 
fractured ends of the pubic bone. The next most 
frequent site is on the posterolateral wall, a few 
centimeters above and behind the ureteral orifice, 
injury being caused by a luxation of the sacro-iliac 
articulation. A third type occurs when all four pubic 
rami are fractured and displaced posteriorly, tearing 
the membranous urethra close to the prostate. A 
violent force is required for fracture of the pelvis. 


_ Severe shock consequently occurs and is often fatal. 


Extravasation of blood and urine may be extensive, 
filling the perivesical retroperitoneal tissues and 
extending into the thighs, scrotum, perineum, but- 
tocks, or anterior abdominal wall. A gangrenous 
abscess results and is often fatal. 
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Extraperitoneal ruptures without fracture of the 
pelvis are occasionally found. They are the result 
of a downward force acting on a half-distended 
bladder and occur at the weakest part of the base. 

Intraperitoneal ruptures occur when the fully- 
distended bladder is compressed between the ante- 
rior wall and the sacral promontory. The usual 
location of the rupture is just posterior to the apex. 
A slight violence is sufficient and usually no other 
organ is injured. The force may be indirect, result- 
ing from a fall or heavy lifting. The bladder may be 
predisposed to injury by chronic obstruction from 
the prostate or a stricture, neoplasm, tuberculosis, 
lipomatosis, ulceration, or trophic changes due to 
diseases of the central nervous system. Under such 
conditions a sudden movement or straining may 
rupture the distended bladder. 

At necropsy the bladder is found contracted, with 
urine in the peritoneal cavity. The serous surface is 
unchanged when death occurs rapidly, but is in- 
flamed if two or three days elapse. Rost states that 
absorption of the urine with uremic death may 
occur. Infection results in acute suppurative perito- 
nitis. In rare cases extravasation is prevented by 
the closing of the rupture by the omentum or by the 
valve-like action of an oblique tear. 

Three cases are reported, one of which demon- 
strates the association of alcoholism with rupture 
from a slight force. In 1878 this association was 
emphasized by Bartels, who attributed it to the 
rapid filling and a tendency to weakening of the 
muscle, together with the delay caused by the anes- 
thetic action. All of the cases showed abdominal 
distress. Inability to void was noted in two cases 
and a small amount of blood on catheterization was 
noted in one case. The most advisable treatment is 
operation and repair, regardless of whether the rup- 
ture is extraperitoneal or intraperitoneal. 

E.S. Pratt, M.D. 


Bulyginsky, G. N.: On the Question of the Inter- 
position of Abdominal Viscera Between the 
Diaphragm and the Liver and a Case of Sudden 
Death as a Result of Incarceration of the 
Omentum (Zur Frage der Interposition von 
Bauchorganen zwischen Zwerchfell und Leber und 
ein Fall von ploetzlichem Tod infolge Netzeinklem- 
mung). Zentralbl. f. Chir., 1928, lv, 337. 


The incarceration of abdominal viscera between 
the liver and diaphragm is a well known but 
little investigated condition. 

The author reports the case of a very obese man, 
forty-four years old, who developed emphysema of 
the lungs. On the fourteenth day after an operation 
for hemorrhoids, several abscesses were incised at 
the anus. Four days later, when dressings were to 


be changed, the patient was lifted on to a table so 
clumsily, because of his great weight, that the pelvis 
was elevated somewhat higher than the shoulders 
and the back was sharply bent down. Cramps oc- 
curred and the patient was scarcely able to breathe 
because of apparent compression of the chest. 
Death followed after thirty or forty minutes. 

Necropsy revealed that the extremely fatty 
omentum had been pushed under the left dome of 
the diaphragm so that the left lobe of the liver was 
pushed downward and to the right. After the extrac- 
tion of the omentum, which was accomplished only 
with great difficulty, the thorax collapsed. It was 
found that the omentum had interfered not only 
with the diaphragm but also with the lower portion 
of the thoracic cage and the respiratory movements 
so that suffocation resulted. 

In existing emphysema (according to Podkamin- 
sky), enteroptosis, adhesions, etc., purely dynamic 
displacements of the abdominal viscera due to the 
posture of the body have an etiological relationship 
to the development of incarcerations. Interpositions 
are of rare occurrence. WILiMs (Z). 


Rockwood, R., and Anderson, R. S.: Changes in 
the Chloride Metabolism in Abdominal Lesions. 
Surg., Gynec. & Obst., 1928, xlvi, 352. 

Rockwood and Anderson are of the opinion that 
it is not generally recognized how frequently changes 
in chloride metabolism may occur in obstruction of 
the gastro-intestinal tract and similar allied con- 
ditions and how proper treatment may often prove 
to be a life-saving measure. 

The authors group the symptoms of toxamia as 
follows: dehydration and its consequences, circu- 
latory symptoms, neuromuscular irritability and 
tetany, and chemical changes in the blood and urine. 

By means of tables data are given regarding 
thirty-six untreated cases and sixteen treated cases 
with low blood chlorides. Brief case reports of the 
sixteen treated cases are given. 

The treatment for toxemia should be vigorously 
and consistently carried out and should include: the 
administration of water by all possible routes, the 
administration of glucose, the administration of 
sodium chloride, and gastric lavage. 

The authors believe that this form of toxamia is 
much more common than is generally realized and 
that it is probably overlooked in many instances. 
A fall in the blood chlorides in such cases below 260 
mg. per 100 cubic centimeters is accompanied by a 
distinct rise in the mortality rate unless proper treat- 
ment is given. Proper treatment of the patient along 


- metabolic lines lowers the mortality rate and makes 


the patient a better risk for operation. 
Emit C. Ropitsuek, M.D. 
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Cooke, W. R.: Observations on Certain Features of 
the Pathology, Symptomatology, and Treat- 
ment of Retroversion. Am. J. Obst. & Gynec., 
1928, XV, 493. 

Cooke states that retroversion, uncomplicated by 
any demonstrable inflammatory or neoplastic condi- 
tion, may produce severe symptoms and that the 
majority of cases present definite evidence of more or 
less constant venous congestion of the internal geni- 
tals. Following and very possibly resulting from this 
congestion, a progressive replacement fibrosis fre- 
quently occurs and involves most markedly the 
myometrium and the ovaries. Certain fairly definite 
symptom-complexes have been found to occur in 
otherwise uncomplicated cases of retroversion and in 
the cases studied by Cooke have been quite con- 
stantly associated with the pathological changes. 
However, the degree of congestion and fibrosis is not 
proportional to the severity of the symptoms. 

General ill health and anaemia are frequently asso- 
ciated with uncomplicated retroversion and often 
cannot be relieved until after the retroversion has 
been corrected. No explanation of this phenomenon 
is advanced by the author. 

The non-operative treatment of retroversion is 
eminently successful in appropriate cases and should 
be much more extensively practiced. Certain cases 
of retroversion, however, are amenable only to oper- 
ative treatment and the indications for operation 
(including in doubtful cases the wearing of a pessary 
as a therapeutic test) have been fairly definitely 
established. In conclusion the author states that 
ventrosuspension is the operation of choice. 

I. L. Cornett, M.D. 


Bland, P. B.: Is the Expectant Plan of Treating 
Hydatidiform Mole Justified? Am. J. Obst. & 
Gynec., 1928, xv, 399. 


Bland believes that the expectant method of treat- 
ment of hydatidiform mole is not founded on a sci- 
entific basis and that its use is practically indicative 
of helplessness on the part of the surgeon. Delay in 
treatment has not served to mitigate the primary 
mortality of the disease nor thwart the development 
of secondary chorionepithelioma with its widespread 
metastasis. No disease of a potentially malignant 
nature—one of the chief characteristics of hydatidi- 
form mole—is amenable to a policy of watchful 
waiting. 

The author is not prepared to adopt any ultra- 
radical plan, but he is fully convinced that the pres- 
ent mode of therapy needs revision. He believes 
that treatment should depend, as in other forms of 
neoplastic disease, on the microscopic findings and 


not on the subsequent clinical course of the growth. 
It is neither scientific nor justifiable to allow treat- 
ment to be governed by the incidence of recurrent 
or persistent bleeding—a custom hitherto practiced. 
The advent of secondary hemorrhage is always an 
exceedingly significant, if not a really ominous, sign. 

Ten cases are reported by the author. Six of the 
patients developed chorionepithelioma; four recov- 
ered and two died. Simple moles were present in 
four patients; two recovered and two died. 

I. L. Corner, M.D. 


Wintz, H.: Reasons for the Failures with Irradia- 
tion Therapy of Carcinoma (Gruende fuer Mis- 
serfolge in der Strahlentherapie des Carcinoms). 
Strahlenthera pic, 1927, Xxv, 1. 


Although in some instances the results from 
irradiation therapy are as good as those from surgery 
it cannot be denied that in spite of the favorable 
results achieved at first by means of irradiation 
there has been no further improvement of the statis- 
tics. Everywhere, cases have been observed which 
in the clinicoanatomic sense are considered as 
operable, but which cannot be cured with irradia- 
tion therapy. Wintz explains some of the reasons 
for this partly on a biologic and partly on a physico- 
dosimetric basis. 

The unfavorable prognosis for adenocarcinomata 
is well known and is due to the fact that it is often 
difficult to bring the necessary dose in contact with 
the carcinoma without severely injuring the sur- 
rounding structures. One disadvantage in the ar- 
rangement of the dosage is that the carcinoma 
cells are not equally affected by equal doses, whereas 
the connective tissue can be severely injured by 
cumulative dosage. If repeated small doses of 
irradiation have been given, the carcinoma cells 
should become resistant. An important part is 
played by the simultaneously existing inflamma- 
tion which makes the outlook for irradiation therapy 
very poor in carcinoma. For that reason, Wintz 
endeavors first to disinfect the infected carcinoma 
and for this purpose utilizes deep antisepsis and 
electrolytic procedures. 

In regard to the dosimetric problems the author 
discusses the varying biological effect of the hard 
and soft rays. In the body this is partly corrected 
by the fact that the originally penetrating hard 
rays develop soft rays according to the Compton 
effect. The part played by the secondary irradia- 
tion is also important especially in experiments on 
small animals and individual cells. Wintz em- 
phasizes the necessity for further development of the 
dosimetric methods and believes that the results 
can be thereby greatly improved. 

ScuuBert (G). 
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Miller, C. J.: The Management of Chronic Endo- 
cervicitis. Surg., Gynec. & Obst., 1928, xlvi, 337. 


Tn his article on the management of chronic endo- 
cervicitis Miller summarizes his conclusions as fol- 
lows: 

1. Endocervicitis is an infectious disease which 
does not tend to cure spontaneously. As the sequel 
may be extremely serious prompt treatment is 
demanded. 

2. Any treatment to be successful must be di- 
rected toward the underlying pathology rather than 
toward the manifestations of the disease and this 
pathology cannot be clearly understood unless there 
is an accurate comprehension of the histology of the 
cervix and the lymphatic circulation of the pelvis. 

3. Local treatment is very unsatisfactory, while 
diathermy, ionization, alcoholic injections, and sim- 
ilar measures give only partially satisfactory results 
and are not free from danger. Radium often gives 
excellent results in selected cases but is too dangerous 
to be employed routinely. 

4. Prophylaxis, especially soon after parturition, 
will avert a large proportion of the cases. 

5. According to the conditions present cauteriza- 
tion, trachelorrhaphy, the Sturmdorf operation, or 
complete amputation must be done, although the 
latter procedure should be avoided if possible. 

6. Any surgery is best preceded by a preliminary 
course of treatment, the object being to reduce hy- 
pertrophy and inflammatory reaction in the struc- 
tures and to restore the normal relation of the parts. 

GEORGE W. Pueran, M.D. 


Wille, F. C.: Irradiation Therapy of Carcinoma of 
the Cervix Uteri at the Charité Gynecological 
Clinic and Its Results. A Report on the Years 
1915 to 1920 (Die Strahlentherapie des Collumcar- 
cinoms an der Charit¢é-Frauenklinik und ihre Et- 
gebnisse. Bericht ueber die Jahre 1915-1920). 
Zentralbl. f. Gynack., 1927, li, 2849. 

At the Charité Gynecological Clinic during the 
period from 1915 to 1920, 190 out of a total of 600 
patients were treated with actinotherapy; 110 were 
treated with radium, 56 with roentgen rays, and 24 
with combined radium and roentgen irradiation. 
Of the 190 cases 54 were operable, 21 were border- 
line cases, and 115 were inoperable. Five patients 
died primarily from peritonitis (3.73 per cent of 
those treated with radium or 2.63 per cent of all 
those treated with irradiation therapy). Recto- 
vaginal, vesicovaginal, and vesicorectovaginal fistul 
were observed in 5.26 per cent of the cases. Burns 
(including radium ulcer) occurred in 4.74 per cent 
of the cases. 

The permanent results were as follows: Of the 43 
patients with operable carcinomata treated with 
radium 39.53 per cent still lived after five years. 
Of the borderline cases 5.26 per cent of the cases 
survived. On the other hand, it was impossible to 
cure a single patient with roentgen-ray treatment. 
Of the 115 inoperable cases it was possible to cure 
only 3 (2.61 per cent) with radium alone and with 


the combined radium and roentgen therapy. Of all 
the 54 patients with operable carcinomata 18 (33.33 
per cent) were living after five years. Taken alto- 
gether 23 (12.1 per cent) of the 190 patients were 
permanently cured. 

The author also submits a detailed review showing 
how long the patients who could not be cured lived 
after the irradiation. In conclusion he states that 
there were 29 per cent absolute cures for the year 
1916, 21.4 per cent for 1917, 28.9 per cent for 1918, 
24.6 per cent for 1919, and 36.8 per cent for 1920. 
With a total of 600 cases treated during the years 
1915 to 1920 this clinic had an absolute percentage 
of cures of 28.1 per cent. The operability during 
these years varied between 52.5 per cent (1919) and 
75.4 per cent (1918). Witte (G). 


Gagey, J., Brocq, P., and Faure, J. L.: Discussion 
of Cancer of the Cervix after Supravaginal 
Hysterectomy (Discussion sur le cancer du col 
aprés hystérectomie supra-vaginale). Bull. Soc. 
d’obst. et de gynéc. de Par., 1928, xvii, 203. 


Recently, Mme. Laborde and Mlle. Roques pre- 
sented statistics showing that in 379 cases in which 
subtotal hysterectomy was performed 11 cases 
(2.9 per cent) developed cancer of the stump. 

Gagey reports that he performed this operation in 
729 cases during the period from 1919 to 1927 and 
that cancer of the stump developed in 25 cases 
(3.45 per cent). These figures represent the mini- 
mum occurrence, for they refer only to the cases 
treated by radium, leaving out of consideration 
those cases which were beyond treatment. 

Brocq says that the question of the development 
of cancer after subtotal hysterectomy is very im- 
portant, for little is known of its actual frequency. 
Some authors have advised curettage of the stump 
for prevention of the development of cancer. Brocq 
believes that this is not effective, because most of 
these cancers are pavement epitheliomata and not 
cylindrical celled carcinomata and therefore do not 
develop from the mucous membrane. It is also 
possible for epitheliomata to occur on the vaginal 
scar after total hysterectomy. 

Faure states that the question of total hysterec- 
tomy has been definitely and finally settled. Sta- 
tistics show that only 3 of every 100 cases of cancer 
of the cervix develop after hysterectomy. Faure 
believes that after subtotal hysterectomy for 
fibroma, secondary cancer of the cervix develops in 
only 1 in 500 cases. Tarnier reports that in 1,164 
subtotal hysterectomies he did not see a single case 
of secondary cancer of the cervix. otal hysterec- 


- tomy is a much more dangerous operation than 


subtotal hysterectomy and has a higher mortality. 
Gagey says that the statistics from the Radium 
Institute presented by Beclére confirm his data as 
well as that of Mme. Laborde and show that cancer 
of the stump frequently occurs after subtotal 
hysterectomy and that the prognosis is very serious 
regardless of whether surgical or radium treatment 
is given. Auprey G. Morcan, M.D. 
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MISCELLANEOUS 


Bonney, V.: Genital Displacements. Brit. M.J., 1928, 
i, 431. 

Three groups of structures are important in keep- 
ing the uterus and vagina in position: first, the broad 
ligaments with the structures contained therein; 
second, the cardinal ligaments and the pubocervical 
fascia, which the author calls the “pelvic shelf;” 
and, third, the pelvic floor. Bonney says that 
weakening and yielding of either the pelvic shelf 
or pelvic floor are the fundamental causes of all 
uterine and vaginal displacements and that the oper- 
ative procedure should be dependent on the extent 
of these injuries. 

Retroversion occurs when the broad ligaments 
allow the body of the uterus undue mobility. It may 
also occur when cervicovaginal fixation is insuffi- 
cient or when the entire pelvic shelf has become 
retroverted. 

The pessary is used only as a temporary means 
of correcting the backward displacement until the 
involution has taken place, but never as a permanent 
orthopedic device. 

The sling operation will give satisfactory results 
in the first type, while retroperitoneal shortening 
of the round ligaments is essential when the dis- 
placement is due to injury or maldevelopment of 
the cardinal ligaments. Ventrosuspension from 
either cornu is recommended when there is retrover- 
sion of the pelvic shelf. 

Prolapse correction will depend on which portion 
of the vagina protrudes, the presence of redundancy, 
and the position of the uterus and pelvic shelf. In 
vault prolapse a ventrofixation or a “tightening” 
of the cardinal ligaments in front or behind the 
cervical stump is done. However, if vault prolapse is 
associated with cystocele, Fothergill’s operation or 
a combination of anterior colporrhaphy and ventro- 
fixation is suitable. Interposing the uterus also may 
be effectual in certain cases. 

Rectocele may be corrected by means of posterior 
colporrhaphy, but not if there is a true hernia of 
Douglas’s cul-de-sac. Here the obliteration of the 
pouch, accomplished by sewing the posterior wall of 
the uterus to the rectum, will be necessary. 

The use of Le Fort’s procedure is applicable only 
in elderly women. 

The position of the uterus is most important in 
correction of cystocele or rectocele. If no attention 
is paid to retroversion, recurrence of the displace- 
ment will take place. The small uterus, which is 
especially common in fat women, should always 
be considered when ventrofixation is contemplated 
for it may be too small to be brought to the anterior 
abdominal wall. 

Bonney concludes his paper by saying that 
one definite operative procedure can not be used in 
all cases, but that the adjustment or repair must be 
modified to fit each case. 

Donap G. ToLterson, M.D. 


Miller, N. F.: The Diagnosis and Treatment of 
Sterility. J. Jowa State M. Soc., 1928, xviii, 77. 

Miller says that in the diagnosis of sterility a 
complete history is necessary and should include in- 
formation regarding any acute infections with pelvic 
symptoms in women and epididymitis or orchitis in 
the male, any injury especially of the male genital 
organs, any abdominal or pelvic operation, and 
any irregularity of the menstrual cycle which might 
indicate endocrine dyscrasia. 

A general physical examination and the making 
of a Wassermann test are essential, as syphilis, heart 
disease, nephritis, or a general run-down condition 
may be a contra-indication to pregnancy as well as 
a potential cause of sterility. The pelvic support is 
an important consideration in relative sterility (if 
the woman has borne one child) as its deficiency may 
be the cause of the loss of semen after coitus. A 
cervical infection, especially if there is a tenacious 
mucus plug in the canal, may also be a prime factor. 
Testing of the reaction of the vaginal secretions is of 
questionable value, as the author says that he has 
never found the secretion to be so intensely acid as 
to be considered the primary cause of sterility. 

Either a retroverted uterus with the cervix point- 
ing well anteriorly instead of back into the seminal 
pool or a small, underdeveloped, acutely anteflexed 
uterus may be the cause of sterility. Pathology 
in the tubes is detected by bimanual examination 
and by the use of carbon dioxide gas (Rubin’s test). 
If the latter test indicates that the tubes are closed, 
lipiodol is injected and an X-ray picture taken in 
order to determine the point of closure and the 
advisability of plastic operations on the tube. 

The general examination of the husband is post- 
poned until the semen has been studied. This is 
done by taking specimens (with a pipette or medicine 
dropper which has been elongated at the tip) from 
the cervix and from the seminal pool one hour after 
coitus. The cervical specimen is usually small and 
is placed in a drop of saline on a glass slide. The 
presence of active, normal appearing spermatozoa 
in this specimen probably qualifies the husband. 

Any obvious or contributing cause of sterility 
should be corrected. Carbon dioxide gas may break 
up fine adhesions around the fimbriated ends of the 
tubes in some cases. Cervical lesions should be 
treated by means of the electrocautery. 

In cases in which there is relaxation of the peri- 
neum and loss of semen, repair of the pelvic floor is 
necessary and general measures for improving the 
patient’s health should be carried out. Alkaline 
douches before coitus are of questionable value. 
Absence of spermatozoa may be only temporary 
while the presence of inactive or immature sper- 
matozoa may be the result of over-indulgence or of a 
general run-down condition that can often be cor- 
rected. Artificial insemination may be tried if a 
mucus plug in the cervix persists in spite of treat- 
ment or in the case of a small anteflexed uterus. 

Puitie H. Arnot, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Hofbauer, J.: Contributions to the Etiology of 
Pyelitis in Pregnancy. Bull. Johns Hopkins Hosp., 
Balt., 1928, xlii, 118. 

Urinary obstruction in the pregnant woman is 
caused by certain anatomical conditions in the jux- 
tacervical portion of the ureter and in the trigonum 
vesice. 

Hypertrophic changes in the musculature asso- 
ciated with hyperplastic changes in the connective 
tissue are essential factors in the narrowing of the 
lumen of the lower part of the pelvic portion of the 
ureter. The constriction is still further accentuated 
by an encircling ring resulting from hypertrophy of 
the ureteral sheath, while engorgement of the ves- 
sels in the mucosa and dextrorotation of the uterus 
may act as contributing factors. 

In the specimens examined by the author there 
was no demonstrable indication of an active inflam- 
matory process or of remnants of a preceding in- 
flammation in the ureteral wall. 

A moderate degree of hydro-ureter is a common 
occurrence in pregnant women. The distal end of 
the ureteral dilatation usually lies at the level of the 
parametrium, the visible dilatation being associated 
with a demonstrable delay in ureteric action. The 
hyperplastic and hypertrophic changes in the upper 
pelvic portion and in the abdominal portion of the 
ureter are decidedly less marked and the dilatation 
above the narrowed area of the juxtavesical portion 
occurs as a consequence of the structural peculiari- 
ties already described. 

The hypertrophy of the trigonum accounts for the 
clinical phenomenon of residual urine in pregnant 
women. 

In seven out of fifty-five cases a definite lowering 
of the opsonic index of the serum toward the bacillus 
coli during pregnancy could be demonstrated. The 
possible bearing of these findings on the develop- 
ment of actual pyelitis in pregnancy is discussed by 
the author. 

Histological evidence tends to substantiate the 
theory of the occurrence of involution processes in 
the ureteral wall analogous to those occurring in 
the uterus during the puerperium. 

The ureter returns to normal in the uncomplicated 


cases, but the persistence of bacteria and of marked * 


dilatation of the ureter was demonstrable on re- 
examination in a considerable percentage of women 
who had been treated for pyelitis during a preceding 
pregnancy. In the vast majority of these cases the 
level above which the ureter remained dilated corre- 
sponded to the parametrium. Stricture of the 
ureter may result from longstanding infection in the 
ureteral wall during pregnancy. 


The inadequacy of the present therapeutic meas- 
ures calls for radical changes in the treatment of 
pyelitis complicating pregnancy. The use of pitui- 
tary extract is suggested on account of its specific 
antiphlogistic action as well as for its stimulating 
effect upon ureteric peristalsis. 

H. VeRNoN Sims, M.D. 


Gibberd, G. F.: A Consideration of the Results of 
Albuminuria Occurring during Pregnancy, 
with Special Reference to the Relationship 
between Pregnancy Kidney and Chronic Ne- 
phritis. Proc. Roy. Soc. Med., Lond., 1928, xxi, 831. 


Gibberd says that data obtained from the Guy’s 
Hospital maternity district indicate that the 
frequency with which albuminuria of pregnancy 
recurs with subsequent pregnancies is very much 
greater than is commonly believed. In a series of 
twenty-eight cases he found that albuminuria was 
recurrent in 68 per cent of the cases and he states 
that these findings are decidedly opposed to the 
common belief that eclampsia and “pregnancy 
kidney” tend to confer a certain degree of im- 
munity upon the patient. The term “pregnancy 
kidney ”’ is used to include all those cases of albumi- 
nuria occurring during pregnancy which do not 
belong to the group of cases of pre-existing ‘‘ chronic 
nephritis,’ whether caused by toxemia, pressure, or 
some other factor. 

A patient with recurrent albuminuria of preg- 
nancy usually manifests signs and symptoms of 
pregnancy kidney other than that of chronic 
nephritis. The latter is differentiated by history, 
cardiovascular changes, carly onset of albuminuria, 
and such differences in the blood chemistry as 
nitrogen retention. Recurrent albuminuria of 
pregnancy is really a transitory pregnancy kidney 
occurring in a patient who is suffering from a 
permanent low-grade chronic nephritis. This 
explains why these patients are really subject to all 
of the risks of a pregnancy kidney (including the 
risk of eclampsia) in addition to those of diseased 
kidneys. Hence the difficulty in differentiating be- 
tween these two types of cases when a patient may 
belong to both classes at the same time. 

It is probable that pregnancy is always accom- 
panied to some extent by pregnancy kidney. In a 
healthy woman this is subliminal and gives rise to no 
signs or symptoms, but even in a patient with only 
a subliminal amount of permanent renal damage, 
the addition of the pregnancy is enough to cause 
symptoms. The author believes that the term 
“functional albuminuria of pregnancy” should be 
abolished. 

The danger of the occurrence of chronic nephritis 
as a direct result of pregnancy is not sufficiently 
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realized although the risk of eclampsia in these 
cases of albuminuria is completely recognized. 
Hence the danger signals of eclampsia are so well 
known that labor is usually induced in time to 
avoid this complication, while in cases treated for 
albuminuria over a long period of time and without 
symptoms of impending convulsions a_ chronic 
nephritis often results. In the latter cases also, 
labor should be induced so as to prevent the devel- 
opment of chronic nephritis as well as eclampsia. 
Furthermore, since the fetus is probably macerated, 
there should be no prolonged delay and further 
jeopardizing of the maternal kidneys before the 
induction of labor. Puitie H. Arnot, M.D. 


Mussey, R. D., and Keith, N. M.: The Prognosis in 
Acute and Chronic Nephritis of Pregnancy 
from the Standpoint of Classification. Am. J. 
Obst. & Gynec., 1928, xv, 366. 


The classification of nephritis of pregnancy as 
acute or chronic and the study of renal function in 
individual cases are of aid in making a prognosis. 

The authors state that patients with acute nephri- 
tis rarely give a history of previous renal trouble. 
In these cases albuminuria, a rather sudden rise in 
blood pressure, and increased oedema usually occur 
during the eighth or ninth month of pregnancy. 
Tests of renal function show adequate excretion and 
high specific gravity of the urine, while the ocular 
fundi may reveal evidence of acute changes in the 
vessels and retina. 

-atients with chronic nephritis often give a history 
of previous nephritis. Albuminuria, hypertension, 
and oedema are apparent earlier in pregnancy, 
usually before the seventh month. Tests of renal 
function often indicate retention of nitrogen and 
phenolsulphonephthalein. The specific gravity of 
the urine is fixed or low and there is definite second- 
ary anemia. Examination of the ocular fundi 
often reveals changes resulting from previous ne- 
phritis. 

Most pregnant women with acute nephritis re- 
cover with little or no demonstrable impairment of 
renal function. In some cases the disease will pro- 
gress to the chronic stage. Many pregnant women 
with a history of nephritis, but with no gross impair- 
ment of renal function, can be carried safely through 
pregnancy under careful supervision. Chronic 
nephritis with seriously lowered renal function dis- 
tinctly increases the hazard to mother and child. 


Katz, H.: Carcinoma of the Uterus and Pregnancy 
(Gebaermutterkrebs und Schwangerschaft). Wien. 
klin. Wehnschr., 1927, xl, 1. 


During the period from 1901 to 1926 the complica- 
tion of carcinoma and pregnancy was encountered 
25 times (0.03 per cent) in 82,825 deliveries at the 
First Vienna University Gynecological Clinic. Dur- 
ing the same time 2,247 cases of carcinoma of the 
cervix uteri (1.18 per cent) were observed. The 
average age of these 25 women was thirty-six years. 
Four of the patients had not yet passed the third 





decade of life. Multiparze were apparently the most 
endangered. In these 25 cases the number of preg- 
nancies averaged 6.5, but it is remarkable that one 
of the patients was a primipara. 

The author is of the opinion that pregnancy is 
associated with an increased tendency to carcinoma 
and that the old view that pregnancy has an espe- 
cially unfavorable effect upon the growth of the 
cancerous tumor is not without exception. For 
instance, in one case reported by the author the 
carcinoma, in spite of an existing pregnancy, did 
not show the expected growth even after a long pe- 
riod of time. On the other hand, cancer usually 
progresses rapidly during the puerperium. Further- 
more, a tendency toward abortion cannot be denied, 
as such an occurrence was noted in two of the twenty 
five cases (8 per cent) reported by the author. Car- 
cinoma constitutes a serious complication for both 
mother and child, because during delivery through 
the natural passages serious crushing and laceration 
may be produced and hemorrhages and puerperal 
infection may result. The patient can be protected 
against these only if a correct and timely diagnosis 
is made. 

The only form of treatment considered by the 
author is a Wertheim total hysterectomy and, when 
the child is viable, a casarean section. During the 
first third of the period of pregnancy a vaginal 
extirpation (without splitting) is also possible. 

In twelve patients the parametria were unaffected 
(48 per cent), in three patients one side was involved 
(12 per cent), and in eight both parametria were in- 
filtrated (32 percent). All of the cases were operable. 
Six of the twenty cases which had been observed for 
a sufficiently long time could be considered as cured 
(31.58 per cent). All six of these patients were in 
the first half of pregnancy. The author reports a 
primary mortality of 8.3 per cent. In inoperable 
cases with a viable child the author recommends 
cesarean section followed by a_ supravaginal 
amputation (Porro). Finally, the author advises 
against the employment of irradiation therapy. 

WILLE (G). 


Titus, P., Dodds, P., and Willetts, E. W.: The 
Fluctuation in Blood Sugar During Eclampsia 
and Its Relation to the Convulsions. Am. J. 
Obst. & Gynec., 1928, xv, 303. 

The authors summarize their findings in regard 
to the fluctuation in blood sugar during eclampsia as 
follows: 

1. Evidence is offered to demonstrate that in 
eclampsia the disturbance in carbohydrate metab- 
olism, heretofore assumed, actually exists. 

2. This disturbed metabolism is apparently the 
result of the carbohydrate deficiency in pregnancy. 

3. Contrary to the general opinion, hyperglycaemia 
is not characteristic of eclampsia. 

4. Serial blood-sugar readings during an attack of 
eclampsia show wide fluctuations during exceed- 
ingly short intervals of time, while similar series 
in normal pregnant women near term show no such 
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variations. Graphs of these glycemia curves are 
shown to substantiate this statement. 

5. The convulsive seizures occur at levels which 
the authors have designated as ‘“‘relative hypogly- 
cemia” and are apparently caused by the sudden 
drops in blood sugar. In this respect eclamptic con- 
vulsions are comparable to those of insulin hypogly- 
cemia. 

6. Following a convulsion there is usually a tem- 
porary rise in blood sugar, the customary physiolog- 
ical response of the liver to muscular activity. 

7. There exists a tendency toward remissions to 
lower levels so that the general trend of the sugar 
content of the blood in eclampsia is downward, ob- 
viously the effect of exhaustion of reserve glycogen 
stores in the liver. 

8. As a result of this and previous studies of 
toxemic disturbances of pregnancy the authors con- 
clude: (a) that there is a relationship between all 
toxemias of pregnancy, (b) that the difference be- 
tween the hepatic lesions of the various clinical 
states is less distinctive than has been generally sup- 
posed, (c) that there is no specific toxin of fetal origin 
responsible for these toxic states, (d) that the various 
toxicoses of pregnancy, particularly eclampsia, are 
due entirely to disturbance in maternal metabolism, 
and (e) that this disturbance is one of carbohydrate 
metabolism, based primarily on a deficiency in car- 
bohydrate intake plus increased consumption of 
carbohydrates, which results in a depletion of the 
glycogen stores and consequent damage to the liver 
and its functions. 

g. This glycogen deficiency in the liver presently 
becomes equivalent to its partial “extirpation,” the 
blood-sugar values begin to approach hypoglycemic 
levels, and the ensuing efforts toward recovery 
initiate the fluctuating waves noted in the charts. 
The convulsions which occur at certain low levels as 
the fluctuations become more and more violent are 
controllable, as are the familiar hypoglycaemic con- 
vulsions, by glucose injections. 

10. The nephritis of pre-eclampsia as well as of 
grave hyperemesis is not the forerunner but an in- 
cidental symptom and result of the intoxication. 

11. The insulin production of a non-diabetic pan- 
creas may be temporarily in abeyance during a preg- 
nancy intoxication as a physiological response to the 
lessened glycogen reserve in the body. Such a pan- 
creas should respond to an injection of glucose as 
does any normal pancreas by an overproduction of 
endogenous insulin so that any additional insulin 
injected is an additional overdose. 

12. Granted that the convulsions of eclampsia 
may be considered as a hypoglycemic reaction 
or manifestation, the use of insulin either with or 
without glucose in the treatment of this disease is 
unnecessary and contra-indicated. 

13. Appropriate treatment for eclampsia as estab- 
lished by these glycamia-curve studies consists of 
two main features: (a) complete muscular rest and 
relaxation as induced by quict, isolation, and the use 
of morphine by hypodermic injection, chloral hy- 


drate by bowel, and magnesium sulphate by hypo- 
dermic or intravenous injection, and (b) the intra- 
venous injection of a strongly hypertonic glucose 
solution. Underdosage should be avoided and sufli- 
cient glucose in sufficient concentration should be 
given to produce a full therapeutic effect. 

14. The statement made in earlier communica- 
tions is reiterated: the therapeutic dose of glucose 
for an adult is a minimum of 50 to 75 gm. in 200 to 
300 c.cm. of distilled water, respectively, (25 percent 
solution) given by intravenous injection over a 
period of not less than one hour and repeated after 
intervals of from four to five hours according to the 
needs and response of the patient. 

EK. L. Cornetr, M.D. 


Kellogg, F. S., Taylor, J. V., Eades, M. F., and 
Weller, T. W.: Premature Separation of the 
Normally Implanted Placenta with Special 
Reference to the Kidney in These Cases. Am. 
J. Obst. & Gynec.. 1928, xv, 357. 


The main object of this study of twenty-nine 
cases of premature separation of the placenta has 
been to show how one should approach and follow 
each case of so-called toxic separated placenta. 

Anuria in cases of separated placenta is a com- 
plication to be feared and from the moment that the 
patient is seen should be combated by the adminis- 
tration of from 6,000 to 7,000 c.cm. of fluid every 
twenty-four hours, given by mouth, by rectum, and 
subcutaneously. Twenty-five per cent glucose in- 
travenously and blood transfusions are also em- 
ployed. The blood chemistry and blood pressure of 
each patient are recorded daily and eight-hour-inter- 
val catheterizations with urine analysis are made. 
The preservation of a relatively high blood pressure 
is an important part of the treatment as it repre- 
sents a protective mechanism against anuria. 

In the eclamptic group of separated placentas, 
lowering of the blood pressure for the purpose of 
controlling convulsions should be exercised with 
great caution because of the possibility that the 
patient may become anuric. 

The etiological factor in toxemia of pregnancy is 
sometimes the same as that in toxic separation of the 
placenta. 

Careful supervision should be exercised after a 
toxemic pregnant patient has improved to the point 
of discharge. She should be warned to remain quiet 
and report if there is the slightest bleeding or ab- 
dominal pain. 

The authors believe that decapsulation of the 
kidney has no place in the treatment of these cases. 

E. L. Cornett, M.D, 


Novak, E.: The Treatment of Incomplete Early 
Abortion. South. M.J., 1928, xxi, 317. 

Novak says that cases of incomplete early abor- 
tion should be classified as afebrile or febrile instead 
of aseptic or septic, those cases in which the temper- 
ature is above 100 degrees F. being classified 
febrile. 
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In afebrile cases in which abortion has occurred 
many days or perhaps weeks previously, but in 
which persistent or profuse haemorrhage has been a 
feature, curettage may be carried out without un- 
usual danger. Afebrile cases seen soon after abortion 
should be observed until it is certain that no latent 
infection is present and that the abortion will not be 
completed spontaneously. The five-day limit of 
Hillis is a safe one to observe, but there are quite a 
few cases in which the uterus may safely be emptied 
earlier. Severe haemorrhage, for instance, may ne- 
cessitate early evacuation of the uterus in this as 
well as in other types of abortion. 

Febrile cases should be treated expectantly until 
several days after complete defervescence. If, at the 
expiration of the five-day limit, there is evidence to 
indicate that the abortion is still incomplete, the 
uterus should be emptied with the least trauma 
possible under the circumstances. 

If abortion has been induced, operation should be 
delayed as long as possible and, whenever feasible, 
avoided entirely. This is all the more important 
when there are evidences of grave sepsis, usually 
streptococcic infection. In such cases the septicemia 
should be treated and the condition of the uterus 
temporarily disregarded. 

Instrumental evacuation of the uterus should be 
avoided in the presence of such complication as 
broad ligament cellulitis or abscess, adnexitis, pelvic 
peritonitis, or pelvic abscess, although these compli- 
cations, themselves, may necessitate the employ- 
ment of appropriate surgical treatment. 

Rowanp S. Cron. 


LABOR AND ITS COMPLICATIONS 


Gonnet and Bouget: Recurrent Face Presentations 
(Présentations récidivantes de la face). Bull. Soc. 
d’obst. et de gynéc. de Par., 1928, xvii, 263. 

The authors recently had occasion to follow the 
course of the twelfth pregnancy of a thirty-six-year- 
old patient with heart trouble. Before the heart 
lesion developed there had been three normal de- 
liveries at term. However, in the nine pregnancies 
after the heart lesion had developed there had been 
three abortions in the second month, two abortions 
in the third month, one premature delivery at 
seven months, and three deliveries with face 
presentation at term. 

The heart lesion in this case seemed to have a 
special effect on the course of the pregnancies and the 
repeated abortions. Furthermore, in three deliveries, 
one at seven months and the others at term, the 
patient had serious heart symptoms in two, while 
in the last pregnancy she had almost no symptoms 
at all. In the two former pregnancies she entered the 
hospital just before delivery and without any pre- 
liminary rest, while in the last pregnancy she rested 
for a month in bed before delivery. 

The author believes that a patient with a heart 
lesion, even if it is well compensated, should rest in 
bed for a month before delivery if she has had heart 





symptoms during a previous labor, in order to pre- 
vent a return of the symptoms. 

In the discussion PLAucuu said that he had seen 
two cases in which there were two successive face 
presentations. One of the patients had a slightly 
flattened pelvis. Aubrey G. Morcan, M.D. 


Toombs, P. W., and Michelson, I. D.: Clostridium 
Welchii Septicemia Complicating Prolonged 
Labor Due to Obstructing Myoma of Uterus, 
with Report of Case. Am. J. Obst. &Gynec., 1928, 
XV, 379- 

The authors report the case of a colored patient, 
a primipara, thirty-two years of age, with a history 
of having been in labor for three days. During that 
time an attempt at delivery by version and extrac- 
tion had been unsuccessful. The left arm and 
shoulder of the fetus had been disarticulated and re- 
moved during the operation. Upon admission to the 
hospital, the patient ’s temperature was 101.4 degrees 
F., the pulse 170, and the respiration 60. There was 
dryness of the mucous membranes and cyanosis. 
The patient was perspiring freely, was restless, and 
presented an anxious appearance. Delivery was 
effected by evisceration and craniotomy on the 
aftercoming head. Immediately after the operation 
the patient received 1000 c.cm. of normal saline 
solution with 500 c.cm. of 5 per cent glucose by 
hypodermoclysis. 

The following morning the patient showed slight 
improvement. The placenta, which had not been 
expelled at the time of the operation, was removed 
manually. It was found to be closely adherent to the 
anterior wall of the fundus and a large tumor-like 
mass which greatly obstructed the inlet was en- 
countered on the left wall of the lower segmen. 
Blood and intra-uterine cultures were taken. 

On the third postpartum day a transfusion of 30c 
c.cm. of whole blood was given as the patient’s 
condition was serious. The twenty-four-hour blood 
and uterine cultures showed the presence of clostri- 
dium welchii. A hysterectomy was done under local 
anwsthesia and the patient died shortly after. 

Only a partial autopsy was permitted in_ this 
case. On the day of death the external examination 
of the body showed a marked generalized subcutane- 
ousemphysema. The conjunctive were an intense yel- 
lowish green. Gas bubbles escaped from both the 
nose and the mouth. The vulva crepitated and was 
swollen and succulent. The skin was excoriated 
or came away leaving a hamolytic lower surface. 
The inner wall of the vagina was gangrenous and of 
many colors. The uterus was greatly enlarged, 
weighing 530 gm. The inner surface, the greater part 
of the wall, and the fundus of the uterus, even as far 
as the peritoneal covering, were mottled, reddish 
brown, dark green, yellowish green, opaque, autoly- 
tic, friable, and foul smelling. Pressure caused the 
escape of a gas bubble. Near the internal os was 
found a large intramural myoma, to cm. in diam- 
eter, which projected into the uterine cavity. The 
outer surface had an icteric tint. 
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In the discussion CaLktns reported two similar 
cases seen within the last year and a half. The 
diagnosis was not made until the time of delivery 
and the presentation was normal in both cases. 

In one case, that of a multipara, the membranes 
ruptured early and the fetus was extremely oedema- 
tous. Pure cultures were obtained from the blood of 
the mother and from the tissues of the body of the 
child. The mother died six hours after delivery. The 
second patient was admitted to the hospital, six 
months’ pregnant, with a temperature of 103 degrees 
F., pulse 130, membranes unruptured, slight labor 
pains, and no bleeding. She was immediately put on 
large doses of antitoxin. Within twelve hours the 
patient’s temperature became normal or subnormal 
and remained so for a week. The hemoglobin had 
dropped from 65 at the time of delivery, with almost 
no blood loss, to 23 in three days. Forty-eight hours 
after delivery the haemoglobin was 30 and in the 
next twenty-four hours it was 23. It took about 
forty-eight hours in this case to obtain donors. 
After transfusions the hemoglobin not only im- 
proved but remained improved. The patient later 
died of uraemia. Postmortem examination revealed 
a moderate pericarditis as the only focus of infection. 
At no time had there been observed any typical 
bluish discoloration of the skin. 

Kk. L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Bonney, V.: Postoperative Sepsis in General and 
Puerperal Sepsis in Particular. Lancet, 1928, 
CCXiV, 435. 

Bonney states that typical puerperal fever rarely 
occurs after absolutely uninterfered with labor and 
after caesarean section by election, in both of which 
the only risk that cannot be guarded against is 
intrinsic infection by natural agency. After assisted 
labor, puerperal fever occurs more commonly be- 
cause an additional risk, which cannot easily be 
guarded against, is added—namely the risk of in- 
trinsic infection by an extraneous agency. This is 
rendered more serious by the tissue damage, often 
severe, that is inflicted by the operation. It occurs 
most commonly after casarean section by compul- 
sion, because the uterus is directly infected as the 
child’s head is pulled up, and especially so after 
accouchement forcé, because severe tissue damage is 
invariably inflicted and the uterus is directly in- 
fected. 

The author concludes that in obstetrics, as in 
general surgery, there is no royal road to the aboli- 
tion of postoperative sepsis. The routes and modes 
of infection are too many and too complicated to be 
countered by a single method of prevention. The 
organism commonly responsible for puerperal fever 
is a streptococcus and it is generally admitted that 


pregnancy lowers the body resistance to this organ- 
ism very markedly. The streptococci found in 
puerperal fever have been closely studied in the 
endeavor to trace their place of origin, but no def- 
inite conclusion has been reached. The killing of 
all streptococci and other organisms of sepsis, both 
local to the patient and local to the surgeon, is 
obviously the ideal achievement, but it is beyond our 
power at present. The main harbors of sepsis, how- 
ever, are known and must be attacked. The routes 
and modes of infection which the author has de- 
scribed can to a large extent be taken care of at 
present. It is hoped that some method of increasing 
tissue resistance will soon be discovered but, in the 
meantime, the highest possible level of resistance 
must be preserved by the strict avoidance of all 
unnecessary tissue damage. 

Of the five methods by which the neoplasms of 
pregnancy can be removed, natural uninterfered 
with delivery is the most desirable. Caesarean sec- 
tion by election is no more likely to be followed by 
sepsis, but it has certain other drawbacks and risks. 
Unfortunately, in a certain number of cases deliy- 
ery must be assisted in spite of the fact that the sep- 
sis rate is thereby increased. However, assistance 
should not be resorted to until it is quite clear that 
the uterus is unequal to its task. The surgeon must 
take every possible precaution to abrogate the risks 
entailed by the operative treatment. This can be 
achieved only by an antiseptic technique far more 
thorough than that commonly employed. The 
wearing of sterile gloves, gowns and the use of anti- 
septic lotions are measures most efficient against 
extrinsic infection, but so long as a single organism 
remains unkilled in the vagina or unkilled or un- 
covered in the skin surrounding the entrance to the 
vagina, the risk of intrinsic infection by the agency 
of the surgeon remains. The problem is indeed a 
difficult one, but until it is faced not only by every 
practicing obstetrician but by the critics and the 
state, no striking fall in the yearly death rate from 
puerperal sepsis can be expected. 

RoLanp S. Cron, M.D. 


MISCELLANEOUS 


Allan, R. M., and Bryce, L. M.: A Report on an 
Epidemic of Septic Infection Occurring in a 
Maternity Hospital. Med. J. Australia, 1928, i, 
399°. 

Allan and Bryce give a detailed report of their 
investigation of the death of a mother and two 
infants and the serious infection of a third infant, all 


_of whom were being cared for in a private hospital. 


The offending organism was finally discovered in 
the nasopharynx of one of the attending nurses 
and after she had been relieved of duty no further 
cases occurred. A. H. GLApDEN, JRr., M.D. 
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ADRENAL, KIDNEY, AND URETER 


Brown, A.: Retroperitoneal Lumbar (Paranephric) 
Abscess: Report of Two Cases Resulting from 
Muscle Strain. J. Am. M. Ass., 1928, xc, 666. 


The author presents a report of two cases of retro- 
peritoneal lumbar abscess and emphasizes the fact 
that the paranephritic abscess is a definite and dis- 
tinct entity. He states that there is no communica- 
tion between the perinephritic and the paranephritic 
tissues and that the paranephritic abscess usually 
occurs following traumatism. 

Brown concludes that traumatic abscess of the 
back, in common with the abscess occurring as an 
extension from tuberculosis of the spine and that 
resulting from the perforation of a retroperitoneally 
situated appendix, occurs in a definite anatomical 
area which contains fatty tissue and which has been 
designated the paranephric body. This fatty tis- 
sue is distinctly separated from the true fatty cap- 
sule of the kidney both by its chemical makeup and 
by reason of the fact that a layer of fascia is present 
between the two. An abscess, irrespective of its 
etiology, occurring in this tissue might more prop- 
erly be called a paranephric abscess, the name of 
perinephritic abscess being reserved for those ab- 
scesses which involve the true fatty capsule of the 
kidney itself. 

The operative approach to this paranephric type 
of abscess through a low lumbar incision is direct 
and affords excellent drainage, while at the same 
time avoiding injury to the kidney and its capsule. 

J. Sypney Ritter, M.D. 


Crosbie, A. H., and Smith, L. W.: Primary Tumors 
of the Suprarenal Capsule with Especial Refer- 
ence to Adrenal Virilism. J. Urol., 1928, xix, 241, 


Crosbie and Smith report the case of a woman, 
thirty-eight years of age, who was apparently nor- 
mal until she was twenty years old. At that time an 
excess of hair appeared on the face and abdomen. 
Her voice and figure began to revert to the masculine 
type and her skin became coarse and dry. When 
she was twenty-nine years of age, menstruation, 
which had previously been normal, ceased. 

The patient complained of fever, chills, pyuria, 
and pain in the upper left abdomen. Physical ex- 
amination showed a large mass filling the right 
abdomen. Pyelograms showed that the left kidney 
and ureter were normal, but that the right ureter, 
shortly after leaving the bladder, crossed over to the 
pelvis of the right kidney, which was lying on the 
left side below the left kidney pelvis. 

At operation the mass in the right abdomen was 
found to be an adrenal tumor. After removal of the 
tumor the patient recovered. She began to lose the 


pseudohermaphroditic appearance and to assume 
more feminine characteristics. Menstruation was 
re-established shortly after operation and later the 
patient’s skin lost its dry, coarse appearance. A 
later pyelogram showed the right kidney pelvis on 
the right side. 

The authors present a careful review of the sub- 
ject of tumors of the adrenal cortex and medulla 
with especial reference to the effect of cortical tumors 
on the development of secondary sexual character- 
istics. Henry L. Sanrorp, M.D. 


Hellstroem, J.: On the Recognition of Double 
Kidney (Zur Kenntnis der Doppelnieren). Zéschr. 
f. urol. Chir., 1927, xxiii, 31. 


By the term ‘double kidney” is meant a kidney 
in which the pelvis is completely doubled and the 
ureter is partially or entirely doubled, whereas the 
anlage of the parenchyma is single. In general, this 
anomaly occurs in from 3 to 4 per cent of all persons. 
In about one-third of these cases the doubling is 
complete, that is, the duplication extends down to 
the ureteral ostium and may be recognized cysto- 
scopically. 

The predisposition of these kidneys to tuberculosis, 
tumor formation, and cystic degeneration is no 
greater than in normal kidneys. Infections also are 
no more frequent although there scems to be a great- 
er tendency for them to become chronic. Aberrant 
ostia of the peripheral opening of the ureter as well 
as a cystic dilatation of the latter are observed much 
oftener than the general frequency of the anomaly 
would warrant. The incomplete duplication of the 
ureter is only demonstrated by pyelography when 
the tip of the ureteral catheter lies below the point 
of duplication during the expulsion of the contrast 
medium. Should the high-lying tip of the catheter 
demonstrate only half of the duplication, the 
experienced examiner would, in spite of this, recog- 
nize the true nature of the condition, because the 
upper half usually has a peculiar cup-shaped appear- 
ance. At least a tentative diagnosis could be made 
on the basis of these findings and confirmed later on 
re-examination. 

In the treatment of pathological processes in 
double kidneys, heminephrectomy may at times be 
performed successfully. For this operation, only 
those cases are considered in which the pathological 
process involves but half of the kidney. In the 
twenty-eight cases reported in the literature the 
operative results were on the whole good. At opera- 
tion the mode of vascular supply must be carefully 
observed. A wedge-shaped resection is usually per- 
formed and a sulcus in the kidney usually indicates 
the best direction in which to proceed in making 
the section, 
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The author’s own material consists of eighteen 
cases, among which are five cases which were dis- 
covered accidentally. In a group of thirteen cases 
which came under clinical observation during the 
last five years the following pathological conditions 
were observed: hydronephrosis formation in two 
cases, calculus formation in three cases, infection in 
six cases, and hematuria in two cases. 

GRAUHAN (Z). 


Quinby, W.C.: RenalTumors. A Clinicopatholog- 
ical Study. J. Urol., 1928, xix, 265. 


On reviewing the end-results of cases of renal 
tumor treated in the Urological Service of the Peter 
Bent Brigham Hospital, Quinby found, in not a 
few instances apparently favorable for cure, that 
metastases and death had taken place relatively 
soon after operation although these cases had 
been carefully studied by means of roentgenograms 
of lungs and bones for metastases before operation 
and the localized character of the tumor as seen at 
operation had given every hope of cure or at least 
of long freedom from metastases. 

Intensive pathological study was made of thirty- 
five cases taken from a larger group and they 
were classified as follows: three cases of primary 
adrenal carcinoma, one case of adenocarcinoma of 
kidney, two cases of carcinoma of the renal pelvis, 
two cases of carcinoma of the renal pelvis (with 
another type of tumor in the same kidney), two 
cases of adenoma of the kidney, one case of papil- 
lary adenocarcinoma of the renal pelvis (malignant 
papilloma) , and twenty-four cases of renal tumor of 
hypernephroma type. From the pathological stand- 
point, therefore, the instances of the hypernephroma 
type of tumor were decidedly in the majority. 

There is no agreement thus far as to the origin 
and pathological character of renal tumors. For 
clinical purposes, however, the origin of the tumor 
has little significance. Such tumors show so many 
differing cell structures and types of cells that con- 
fusion must necessarily result. The one common 
feature of these cells, however, is a high lipin con- 
tent. All types of cell arrangement may be found 
in the same tumor. An important feature, however, 
is the one type of cell evidently of renal (adrenal ?) 
cell origin. Loss of definite arrangement of the cells 
in the tumor, together with the appearance of solidly 
staining polymorphous and _ spindle-shaped cells, 
seems to be an infallible criterion of a high degree 
of malignancy. One portion of the tumor may show 
a fairly orderly arrangement while an adjacent area 
may show a confused picture. Comparison of the 
most outstanding evidence of malignancy—the loss 
of any definite arrangement of the cells and the 
appearance of spindle-shaped cells—with the clinical 
end-results has failed to show any agreement and 
attempts at correlation have failed entirely. 

In thirty-one instances nephrectomy was done. 
Thirteen of the patients were still alive, sixteen were 
dead, and of two there was no information at the 
time the author made his report. Nine patients were 


alive and without recurrence. Four other patients 
were alive but had had recurrences. In two of these 
cases the recurrences appeared after nine and seven 
years, respectively, and in each instance occurred 
in the region of the scar of the operation. In one of 
these recurrences the tumor was a papillary adeno- 
carcinoma of the renal pelvis, which is rarely malig- 
nant and is usually cured by means of a local re- 
moval. There were two renal adenomata—usually 
a benign type of tumor. The six remaining cases 
were of the hypernephroma type and the patients 
survived for ten years, five years, four years, three 
years, and four months, respectively. 

Of the forty-three patients thirty were men and 
thirteen were women. The presenting symptom 
was pain in twenty-nine cases, tumor in twenty-five 
cases, and hematuria in twenty-eight cases. Micro- 
scopically the urine showed erythrocytes in thirty- 
nine cases. Slight fever was present in thirty cases. 
Sixty-two per cent of the patients were in the fifth 
decade of life and 88 per cent were forty years of 
age or older. Only twelve patients of this whole 
group returned for investigation within three months 
after the appearance of symptoms. Renal calculus 
was found to be associated with the renal tumor three 
times. 

The following conclusions are drawn: 

1. There is no adequate pathological criterion on 
which to base a prognosis as regards the duration 
of life after nephrectomy for renal neoplasm. 

2. The size of a renal tumor is not a reliable indi- 
cation of its degree of malignancy. Occasionally an 
entirely benign adenoma may become very large. 

3. Primary ligation of the vascular pedicle by the 
transperitoneal approach is the most logical method 
of operative attack on such growths. 

Louts NeuwELt, M.D. 


Mathé, C. P.: The Réle of Aberrant Vessels in the 
Production of Hydronephrosis. J. Urol., 1928, 
Xix, 211. 

Mathé reports eleven cases in which the presence 
of an aberrant vessel to the lower pole of the kid- 
ney caused kinking of the ureter either primarily 
or following the sagging of a movable kidney. 

Hydronephrosis secondary to anomalous vessels 
is characterized by intermittent, regular attacks of 
renal pain occurring over a period of months or 
years, the onset being usually in young adult life. 
Hydronephrosis occurs more frequently in patients 
who are predisposed to movable kidney and is 
usually located on the right side. The incidence of 
this condition is higher in women than in men. 

The diagnosis of hydronephrosis is based on a 


‘pyelo-ureterogram taken with the patient in a ver- 


tical position. In early cases division of the vessel 
and suspension of the kidney is usually sufficient, 
although a plastic widening of the kinked or nar- 
rowed ureter may be necessary. In the advanced 
cases with badly infected and destroyed kidneys, 
nephrectomy is indicated. 

Henry L. SANrorp, M.D. 
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BLADDER, URETHRA, AND PENIS 


Keyes, E. L.: Treatment of Tuberculosis of the 
Bladder and the Epididymis. South. M. J., 1928, 
xxl, 223. 

In cases of tuberculosis of the bladder it must be 
recognized that the condition is always secondary 
to tuberculosis elsewhere, usually of one or both 
kidneys. 

The only treatment for the tuberculous cystitis is 
removal of the involved kidney. If the cystitis does 
not subside following operation, Keyes uses various 
methods of treatment, having recourse in particular- 
ly severe cases to cutaneous ureterostomy. He does 
not advocate pyelostomy and intestinal ureteros- 
tomy, but if there is mild tuberculosis of the remain- 
ing kidney, he is of the opinion that this procedure is 
the best possible one. In some cases he opens the 
bladder suprapubically and treats the condition di- 
rectly by cautery. 

After a diagnosis of tuberculous epididymitis has 
been made, Keyes performs an epididymectomy in 
all cases except those in which the dominant lesion 
is elsewhere and the epididymal lesion is insignificant. 
If there is bilateral involvement, both epididymes 
are removed. If involvement is unilateral, and if 
the patient is sterile, a vasotomy is done on the 
healthy side. 

In some cases it is necessary to do an orchidectomy 
because of the acute involvement of one testicle and 
epididymis or because one testicle has already been 
removed and the other side has become involved. 
Keyes excises the epididymis widely, opens all ab- 
scesses, and mops them with carbolic acid. 

The fistulae that may result are given quartz light 
or X-ray treatment. This conservative procedure is 
chiefly followed in cases in which the remaining 
testis is involved. ELMER Hess, M.D. 


Negley, J. C.: Bladder Tumors. California & West. 
Med., 1928, xxviii, 345. 

After giving an analysis of 105 cases of tumor of 
the bladder treated at the Los Angeles General 
Hospital, Negley summarizes his findings. 

He states that bladder tumors occur most fre- 
quently in patients between the ages of sixty and 
seventy years, less frequently between the ages of 
fifty and sixty years, and still less between the ages 
of forty and fifty years. The youngest patient in this 
group was twenty years old. 

Negley states that bladder tumors apparently 
occur much more often in males than females, but 
he believes that this apparent preponderance is 
due to the fact that more males than females report 
to the urologist for cystoscopic examination. He 
believes that if women with bladder symptoms were 
cystoscoped more frequently, more bladder tumors 
would be discovered. 

The results of treatment, in this series of cases 
at least, seemed to favor fulguration or surgical 
diathermy either through a closed or open bladder. 
All of the patients treated by cystoscopic fulguration 


had less discomfort and lost less time than those 
who had X-ray treatment through the open bladder. 

The author believes that large size and apparent 
maligancy should not contra-indicate treatment by 
fulguration through the cystoscope. In many of 
the cases recorded by him the tumor had reached a 
generous size before fulguration was employed. 

Surgical diathermy through the open bladder 
causes the patient comparatively little discomfort 
and pain. There seems to be only a slight tendency 
to fibrosis, thus making the dreaded hydronephrosis 
a less frequent complication. 

As to the other methods used in this series—the 
Percy cautery, electrocautery, X-ray, radium, 
resection, or a combination of any number of these 
methods, the author states that they were employed 
in so few cases that no definite conclusions with 
regard to them could be drawn. Furthermore, most 
of the cases treated by the latter methods were 
terminal ones in which no form of treatment could 
have been expected to afford much benefit. 

The Percy cautery treatment causes but little 
postoperative suffering, the technique is not com- 
plicated, and if it is given early enough, should result 
in cure as often as when other methods are used. 
However, this method has the following disadvan- 
tages: the danger of fistula formation, the quite 
marked fibrotic changes which seem to predispose to 
hydronephrosis, and the large amount of absorption 
from the burned area after cautery treatment. 

X-ray treatment causes considerable suffering and 
fibrosis. Radium is awkward and inaccurate when 
used through the cystoscope unless needles are 
implanted in the mass. At present, radium treat- 
ment is usually given in clinics where the workers 
are little versed in cystoscopic pathology and tech- 
nique. Likewise, the trained cystoscopist is little 
versed in the use of radium. Better coéperation 
between radium clinics and urologists would im- 
prove the results obtained. Radium also causes 
pain and a great deal of fibrosis. 

Resection with the cautery knife of that part of 
the bladder wall containing the tumor mass, if 
it is easily accessible, would seem to be an ideal 
method, but the operation of total cystectomy with 
the cold knife or cautery carries too high a mortality 
rate to be justifiable in more than a few selected 
cases. . When resection is done by any method it 
should be preceded by ureteral transplantation. 
When both operations are performed at the same 
time, the mortality rate is excessively high. 

Louis Gross, M.D. 


Herman, L.: Neoplasm of the Trigone Vesicz. A 
Probable Instance of Hypertrophic Changes in 
Aberrant Prostatic Tissue. J. Urol., 1928, xix, 
291. 

The case reported by Herman is that of a neo- 
plasm composed of hypertrophic prostatic tissue, 
removed from the bladder wall, without demon- 
strable anatomical relationship between it and the 
prostate gland. Granted that the growth repre- 
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sented hypertrophic changes in primarily prostatic 
tubules the conclusion would seem to be inevitable 
that these were congenitally misplaced beneath or 
within the trigonal musculature. 

In April, 1917, the patient, who was seventy 
years of age, gave a history of urinary disturbance 
due to a urethral stricture and for which an ex- 
ternal urethrotomy had been done in 1892. At 
that time a No. 24 F sound was passed and its tip 
was arrested “‘probably by an elevation of the ure- 
thral floor caused by a mass of prostatic origin.” 
Rectal examination did not disclose enlargement 
of the prostate. 

In 1925 the patient stated that the urinary diffi- 
culty and dysuria had lately become worse and were 
associated with hematuria. A cystoscope could not 
be passed into the depths of the bladder, but it did 
pass the internal vesical sphincter. After consid- 
erable effort with other instruments a bi-coude 
catheter was finally passed into the bladder and 
several ounces of cloudy urine were evacuated. 
Rectal examination then revealed a practically nor- 
mal prostate and seminal vesicles. Urinalysis 
showed pus and blood, a cloud of albumin, but no 
casts, and an average specific gravity. The phtha- 
lein output and blood urea nitrogen were normal. 

The introduction of a Brown-Burger cystoscope 
was arrested by an intravesical mass. A Geiringer 
cysto-urethroscope revealed a bladder tumor which 
had no apparent anatomical relationship with the 
prostate gland. When the level of the internal 
vesical sphincter was passed a multilobular mass, 
yellowish pink in color and covered by a thin, some- 
what necrotic mucosa, came into view about a quar- 
ter of an inch distant from the sphincter. Since no 
distortion of the urethra or sphincteric region, no 
pedunculation of the tumor, and no enlargement of 
the prostate on rectal examination were found, 
the diagnosis of multilobular, solid tumor of the 
trigone was made. Cystography showed a normal 
bladder. Operation became imperative because of 
marked urinary difficulty and hematuria. 

Suprapubic cystotomy was done and when the 
tumor was enucleated it was found to have occupied 
practically the entire trigone with the exception of 
its apical portion, the major portion being situated 
beneath the trigone. The tumor bed was quite ex- 
tensive. It was situated well above the prostate 
gland and sphincteric area and extended backward 
to the rectal wall, being apparently separated from 
the latter only by the tumor capsule. The gross 
and microscopic pathological report was “benign 
hypertrophy of the prostate gland.” 

The following summary is given by the author: 

1. This tumor was of an exceedingly rare type. 

2. It was situated above the prostate and had no 
anatomical relationship with the normal prostate 
gland or its capsule. 

3. It had no demonstrable relationship with the 
glands of Albarran. 

_.4. The tumor was grossly and microscopically 
identical with benign hypertrophic prostatic tissue. 


5. Comparison with the growth and development 
of tumors known to have originated in the trigonal 
mucosal glands justifies the conclusion that the 
tumor herewith reported did not originate in these 
structures. 

6. The tumor in all probability originated in 
structures situated beneath or within the trigonal 
musculature. 

7. The probabilities are that it represented hy- 
pertrophic changes in aberrant prostatic tubules. 

Louis Neuwe tt, M.D. 


Wurmeer, R.: Primary Epithelioma of the Perineal 
Portion of the Urethra in the Male (L’épithé- 
lioma primitif de l’urétre périnéal chez l’-homme). 
J. d’urol. méd. et chir., 1927, Xxiv, 497. 

The author gives a complete report of three cases 
of carcinoma of the perineal urethra in males and 
reviews the histories of fourteen cases reported in 
the literature. 

Carcinoma of the urethra is rare, that of the peri- 
neal portion apparently being slightly more frequent 
than that of the penile portion. It occurs most often 
in patients between the ages of fifty and sixty years, 
but it has been reported in patients twenty-two 
years of age. Gonorrhcea, leading to inflammation 
and leucoplakia, is present in the history of 60 per 
cent of the cases (Imbert). Trauma and frequent 
catheterization have figured rarely as etiological 
factors. In a few cases urethral polyps have been 
known to undergo malignant changes, while in many 
instances the etiology cannot be determined. 

The tumor is usually squamous cell in character, 
a few are glandular. Sarcomata may occur in this 
location in young children. All local structures 
become invaded and regional lymph glands are al- 
ways enlarged, although at times this is an inflam- 
matory and not a neoplastic condition. Metastases 
are frequent, the lungs appearing to be especially 
susceptible to secondary involvement. The mucosa 
behind the tumor is modified by the presence of in- 
fection which accompanies the retention and salt 
deposits are frequently found. A_ peri-urethritis 


fistulization. 

This condition is very difficult to diagnose as there 
is absolutely nothing characteristic about its early 
stages. Urinary difficulties are the most frequent 
initial symptoms and may vary from mere frequency 
and a deformed stream with or without pain to 
chronic or acute retention. A_ perineal swelling, 
often thought to be inflammatory in nature or 
diagnosed as a urinary tumor, may be the first sign, 


- but its woody hardness and tenderness, and the 


fact that it is continuous with the urethra should 
arouse suspicion. Pain is frequent even at the onset 
and is usually more severe than that due to simple 
stricture, for it radiates toward the pubis, anus, and 
thighs and may cease with the formation of a fistula. 
Hematuria, cither spontaneous or following urina- 
tion, occurs in about 50 per cent of cases and if it is 
associated with severe pain and abnormal bleeding 
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after catheterization is a very valuable sign. The 
microscopic examination of the discharged blood or 
other discharge may reveal tumor cells. A tenacious 
and persistent discharge in the absence of recent 
history of gonorrhoea should be thoroughly investi- 
gated. A fistula through the perineum or scrotum, 
near the ischium, or even into the rectum is rarely an 
carly symptom although it may precede the tumor. 
If a supposed abscess is opened and the tract fails to 
heal, carcinoma should be suspected. The adeno- 
pathy rarely leads to symptoms of venous stasis. 

Although there is no typical course for this condi- 
tion the author says that advanced age, the absence 
of recent history of gonorrhoea, symptoms of stric- 
ture pain, and hematuria should always suggest 
carcinoma. Only in the early cases is the urethro- 
scope of value. Tuberculosis of the urethra, car- 
cinoma of the glands of Cowper, carcinoma of the 
prostate, tertiary lues, and sarcoma must at times 
be differentiated. 

If the condition is not treated the patient dies 
within six months or a year after the diagnosis has 
been made. Few cases have been operated upon and 
few observations over a period of years have been 
made. A six-year cure and one recurrence after 
four years have been reported in the literature. 

Treatment is very unsatisfactory because the 
patients are usually seen only after the condition 
has become well advanced and because of the delay 
in establishing the diagnosis. All urethral polyps 
found on urethroscopic examination should be 
fulgurized in one sitting or in as few sittings as 
possible. In early cases of carcinoma, urethrectomy 
with removal of the inguinal glands, followed by the 
use of radium, may result in cure. Later in the course 
of the disease, ablation with the curette and thermo- 
cautery followed by radium treatment may be 
attempted. In the more advanced cases radium 
gives immediate relief from pain and may be used 
in connection with external  urethrotomy or 
cystotomy. Micuart L. Mason, M.D. 


GENITAL ORGANS 


Oppenheimer, R.: The Treatment of Prostatic 
Hypertrophy by Intra-Ureteral Electrocoagula- 
tion (Die Behandlung der Prostatahypertrophie 
durch intraurethrale Elektrokoagulation). Ziéschr. f. 
Chir., 1927, xxiii, 443. 

The author reports the use of the Luys endoscope 
in the intraurethral treatment of prostatic hyper- 
trophy by electrocoagulation. For this treatment 
cases are selected which do not require prostatectomy 
or in which this operation is contra-indicated be- 
cause of the patient’s poor general condition. 

Oppenheimer points out that intra-urethral elec- 
trocoagulation is by no means an entirely simple and 
safe procedure. Destruction of the prostate by 
means of the diathermy current is painful and a pre- 
liminary exhibition of scopolamine and thorough 
anesthetization of the urethra with novocaine are 
therefore necessary. Immediately following the 


electrocoagulation a catheter should be introduced 
and left in place for eight or ten days. 

In none of Oppenheimer’s cases did haemorrhage 
occur, secondary infection being the chief source of 
danger. The patient usually feels very much ex- 
hausted after the operation, the temperature rises 
considerably, and chills may occur. The author 
reports in detail one case in which infection was 
gradually overcome and another case in which the 
patient, who had symptoms of severe, acute sepsis, 
died on the sixth postoperative day. 

Oppenheimer emphasizes the fact that pros- 
tatectomy is the operation of choice in favorable 
cases, but that the indications for electrocoagulation 
must be formulated and data regarding the dangers 
inherent in the operation must be tabulated. 

STAHNKE (Z). 


Bumpus, H. C., and Vickery, E. B.: Results of 
Punch Prostatectomy. Am. J. Surg., 1928, iv, 
328. 


Symptoms of urinary obstruction, when out of 
proportion to the amount of prostatic enlargement 
found on rectal palpation, are usually due to enlarge- 
ment of the median lobe of the prostate or to a con- 
traction of the neck of the bladder due to cicatricial 
changes. 

mplete prostatectomy for the purpose of re- 
ving the small amount of obstructing tissue seems 
i ogienl artd is often technically difficult. For re- 
moval of the obstructing portion only, instruments 
to be used through the urethra have been devised 
by Young. Caulk, and Braasch. The authors con- 
sider that the instrument devised by Braasch is best 
suited for ih's work as it is the only one with which 
the operation can be carried out under adequate 
vision. All coscs in which the obstruction is con- 
fined to the median lobe have proved suitable for 
removal of the lesion through the urethra regardless 
of whether the condition was the result of cicatricial 
changes duce to previous long-continued infection or 
to adenomatous hypertrophy. Removal of the ob- 
structing portion of a prostate with recurring malig- 
nant disease offers still another field of usefulness 
for this instrument and in selected cases of primary 
malignancy the resulting obstruction may be com- 
nletely removed although the spread of the disease 
is not prevented. 

The contro! of postoperative bleeding—the fear 
of which has prevented the punch prostatectomy 
from becoming »opular—is discussed by the authors. 
The cautery feature of the Caulk instrument pre- 
vents such bleeding. In the series of cases reported 
this instrument was used eighty-one times satis- 
factorily. There was, however, a high incidence of 
complications resulting from secondary infection. 
The burned neck of the bladder took longer to heal 
and, until healing did occur the area had a tendency 
to act as a focus for ascending urinary infection. 
Because of the occurrence of acute pyelitis following 
the use of the cautery punch, this instrument was 
abandoned. Subsequently, sixty-nine operations 
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were performed with the Braasch instrument and 
in only ten cases did febrile reaction of any conse- 
quence follow. 

The control of haemorrhage by fulguration of the 
individual bleeding points immediately after opera- 
tion proved satisfactory in all but three cases. In one 
of these cases subsequent bleeding was controlled 
by further electrocoagulation, and in the two other 
cases cystostomy was necessary as clots were too 
extensive to permit cystoscopic examination. Aside 
from electrocoagulation no method of hamostasis 
(indwelling catheters or bag) was employed. 

The final results showed improvement in obstruc- 
tive symptoms in seventy-eight per cent of cases. 
In nineteen cases improvement did not result from 
the punch operation and in nine of these cases 
complete prostatectomy was performed. Since the re- 
moved tissue showed marked inflammatory reaction 
in all but two of these unsuccessful cases it must 
not be forgotten that unsatisfactory results follow- 
ing prostatectomy in cases of prostatitis are very 
common, 


Morrissey, J. H.: Surgical Drainage of the Seminal 
Vesicles and Prostate; Its Indications, Techni- 
que, and Results. Surg., Gynec. & Obst., 1928, xlvi, 
341. 

Morrissey says that with the development of a 
broader conception of possible focal infection within 
the genito-urinary tract, apart from the so-called 
venereal conditions, the problem of treating acute 
and chronic infections of the prostate and seminal 
vesicles that do not respond to ordinary palliative 
methods has demanded attention. 

Exclusive of the tubercular type, cases requiring 
operative treatment may be grouped as follows: 
first, acute suppurative processes involving the 
prostate and vesicles and designated commonly 
as prostatic abscess; second, acute or chronic joint 
changes; and, third, a variety of systemic disturb- 
ances in which a definite prostatic infection has been 
demonstrated. 

The connection between perirectal and ischio- 
rectal abscess and chronic infection in the seminal 
vesicles is very important and very frequently 
overlooked. This type of infection starts in the tip 
of the seminal vesicle or in some perivesicular area 
and, instead of going forward, burrows posteriorly 
and makes an opening into the right iliac fossa, or 
pushes between the peritoneum and the rectum 
into the triangular space back of the bowel, and 
from the triangular space into the ischiorectal 
fossa and there manifests itself as an ischiorectal 
abscess. 

Operation is recommended in the acute cases 
provided other treatment has failed. The immediate 
effects of operation have been the disappearance of 
pain and swelling, subsidence of fever, and de- 
crease in size of the prostate and in perivesicular 
swelling and tenderness. 

Several operations are described: first, operations 
from above, suprapubic, inguinal, and transvesical; 


second, operations from below, perineal and ischio- 
rectal. The operations from above are dangerous 
on account of the fact that it is difficult to avoid 
trauma to the peritoneum and on account of the 
unsatisfactory exposure which makes it difficult to 
recognize changes in the vesicles in the depth of 
the wound. Drainage is also unsatisfactory. 

Morrissey advocates the following technique for 
perineal drainage. The patient is placed in an exag- 
gerated lithotomy position and a sound is inserted 
into the urethra. The incision runs from a point 
superficial to the ischial tuberosities and is carried 
in a curved line, the center of which should corre- 
spond to the point at which the urethra leaves the 
bulb to enter the prostate. A search should be 
made for the fibers of the central tendon. Accurate 
division of this tendinous structure releases all of 
the perineal muscles, prevents bleeding, and greatly 
facilitates the procedure. The sound is then re- 
moved and by means of a retractor the prostate is 
elevated into the wound and dissection of the fibers 
of the recto-urethralis muscle is begun. The body cf 
the prostate is brought into view and the capsule 
of Denonvillier is divided. After division of the 
first layer the second layer is stripped back and the 
vesicles are found stretched out to either side on the 
base of bladder. The organs are then enucleated and 
vesiculotomy or vesiculectomy is performed. Drain- 
age is instituted, the retractor is removed, the free 
edges of the levator ani muscle are brought to- 
gether with a double chromic suture, and the skin 
wound is closed with interrupted sutures. 

Harry W. PLAGGEMEYER, M.D. 


MISCELLANEOUS 


Haft, H. H.: Haematuria Due to Shoe-Dye Poison- 
ing. J. Am. M. Ass., 1928, xc, 742. 

Contrary to the opinion held by many medica 
men, methemoglobin bands have not been seen 
when the blood of patients showing signs of shoe-dye 
poisoning has been examined microscopically. 

Malden, in studying the toxic effect on the blood 
resulting from this type of poisoning, demonstrated 
basophilic granulations in the red corpuscles. In 
this type ofjpoisoning much importance should be 
attached to the finding of this phenomenon, as it is 
the earliest noticeable sign in the blood. 

Postmortem examinations made in fatal cases 
show nothing abnormal except the chocolate colored 
blood. 

In the case cited by Haft hamaturia was a pre- 
dominating feature and at first caused some alarm. 


“ The location of the bleeding was not determined. 


According to Young and Meek the urine contains 
para-aminophenol, but no mention is made in the 
literature of the possible effect of para-aminophenol 
on the kidneys. In the sixty-one cases that have 
been reported urinary injury evidently was not 
present and recovery followed in almost all of the 
cases a few days after the dye derivative had been 
entirely eliminated. J. Sypney Ritter, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Keiller, V. H.: The Use of the Plaster Shell in Spinal 
Tuberculosis. 7cxas State J. M., 1928, xxiii, 727. 
Keiller recommends the use of the plaster shell in 
cases of spinal tuberculosis and says that since he has 
been using this method of treatment no unnecessary 
deformity has occurred and healing has been more 
rapid. In addition the patients have been more com- 
fortable and have been more easily cared for than 
those treated by the Bradford frame method. 
The author describes the technique in detail. 
ELVEN J. BERKHEISER, M.D. 


Bell, L. B.: Primary Sarcoma of the Clavicle. Ann. 
Surg., 1928, Ixxxvii, 382. 

Complete excision of the clavicle was done in a 
girl, seventeen years old, for a rapidly growing 
tumor of the middle third of the bone of two months’ 
duration. The patient had lost 10 pounds, but 
her general health was otherwise good. The tumor 
was oval in shape, about 3 by 7 cm. in size, hard at 
the edges, and soft in the center. Excision was 
carried out through an incision parallel with the 
long axis of the bone. The clavicle was cut off 
proximal to the tumor and removed in two parts 
and all periosteum was then removed from the sur- 
rounding soft tissues. 

The enclosed tumor mass was friable and pinkish- 
red in color. Some areas were soft and almost jelly- 
like, while others were firm and showed considerable 
connective-tissue stroma. There were areas of ham- 
orrhage into the structure. The tumor could be 
pulled from the bone rather easily and exhibited 
small projections into the cancellous spaces of the 
bone. The bone surface showed absorption, but no 
gross extension through the capsule was made out 
and there was no extension into the bone shaft be- 
yond the area of widening. 

Microscopically, no bone formation was seen in 
the tumor proper. Spindle cells with irregularly set 
giant cells and much blood, both diffuse and in 
blood channels, gave a telangiectatic appearance. 
Bone tissue was present only in the capsule. 

Three years after the operation the patient was 
gaining weight and felt well. There was no evidence 
of recurrence or of metastasis and no interference 
with function from loss of the clavicle. 

About 106 reported cases of sarcoma of the clavicle 
are noted in the literature. Only 7 cases are recorded 
in which the patient lived for three years or longer 
after excision. In a series of 797 cases of sarcomata 
collected from the literature by Murphy, only 0.3 
per cent were primary sarcomata of the clavicle. 
Credit for the first resection of the clavicle is given 


to Mott in 1828 who said, ‘‘This operation far 

surpasses in tediousness, difficulty, and danger any- 

thing that I have ever witnessed or performed.” 
WititaM A. Crark, M.D. 


Chatzkelson, B.: A New Symptom of Coxitis, 
Especially Valuable for Early Diagnosis (Ueber 
cin neues Symptom der Coxitis, insbesondere zur 
Fruehdiagnose derselben). Zentralbl. f. Chir., 1928, 
Iv, 209. 

The localization of inflammatory foci in bone 
depends upon a locus minoris resistentia. In 
diseases of the joints the process is not sharply cir- 
cumscribed and in coxitis, for example, it spreads 
diffusely in the bone. 

The author says that a symptom of coxitis outside 
of the joint is the “ decalcification” of the bone of the 
diseased half of the pelvis. This may be present even 
in the earliest stage of the process and can be 
demonstrated by percussion of both anterior superior 
iliac spines. In the early stage, percussion reveals a 
tympanitic tone on the diseased side and a duller 
tone (positive) on the healthy side. In the later 
stages, as a result of deposition of calcium salts, the 
result is gradually reversed. Witims (7). 


Stahr, H.: Tumor-Like Proliferation of Villi in the 
Knee Joint (Ueber geschwulstmaessige Zotten- 
wucherung im Kniegelenk). Zentralbl. f. Chir., 
1928, lv, 287. 

The author presents the case of a boy, twelve 
years of age, who had an asymptomatic swelling of 
the knee joint. A spongy tissue, which completely 
filled the joint cavity and considerably eroded the 
cartilage, was removed and was found to consist of 
yellowish-brown masses as large as a man’s fist. 
Under the microscope these masses showed a papil- 
lary structure. 

Stahr concludes that a classification of papillary 
angioma is justified in this case by the fact that 
there was proliferation of the synovial villi in the 
presence of an extraordinary abundance of blood 
vessels. The difficulty of classifying such tumors 
lies in the fact that the present nomenclature does 
not make it possible to differentiate between a 
massive product of traumatic irritation and a true 
blastoma. VoGELER (Z). 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 
Speed, J. S.: End-Results in Transference of the 


Crest of the Ilium for Flexion Contracture of 
the Hip. J. Bone & Joint Surg., 1928, x, 202. 


The end-results of 100 cases of hip-flexion adduc- 
tion contracture are reported by Speed. The Camp- 
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bell modification of the Soutter technique was used 
and is recommended for all cases with more than 20 
degrees of flexion. The iliac crest including the an- 
terior superior iliac spine is chiseled off and with the 
attached adductors and flexors transplanted dis- 
tally on the ilium. Complete release of the muscle 
attachments decreases shock by reducing the tension 
on the muscles. Roentgenograms usually show firm 
re-attachment of the crest. The summary and illus- 
trations show that in a large proportion of cases 
good results were obtained. 

The anatomical considerations and complications 
of hip-flexion contracture are reviewed in detail by 
the author. W. P. Biount, M.D. 


FRACTURES AND DISLOCATIONS 


Conwell, H. E.: Fractures of the Clavicle: A 
Simple Fixation Dressing, with a Summary of 
the Treatment and Results Attained in Ninety- 
Two Cases. J. Am. M. Ass., 1928, xc, 838. 


The author reports ninety-two cases of fracture 
of the clavicle. Ninety-one were simple fractures 
and one was a compound fracture. Seventy-nine 
were transverse fractures, three were comminuted, 
seven were oblique, three were green-stick, twenty- 
three were in the outer third, sixty-four were in the 
middle third, and five were in the inner third of the 
clavicle. Nineteen were complicated with injury to 
the shoulder joint and four were complicated with 
injury to the sternoclavicular joint. Marked over- 
lapping and misplacement of fragments o¢curred in 
thirty-nine cases. ‘Traction with the arm in a right- 
angled abduction splint, devised by the author, and 
with go degrees of external rotation at the shoulder 
joint was used in every moderate or severe injury 
to the shoulder. Traction was also used in those 
cases in which marked overlapping and involvement 
of the sternoclavicular articulation occurred. 

Open reductions for marked overlapping of the 
fragments were done in three cases, but in no case 
was it necessary after development of the traction 
method. Different forms of ambulatory dressings 
were used, but fewer complications as regards irrita- 
tion of skin and comfort to the patient and misplace- 
ment of fragments were encountered when the au- 
thor’s abduction dressing was applied. 

The author’s conclusions are as follows: 

1. When good position of a fracture of the clavicle 
is present without joint complication the simplest 
of ambulatory dressings is best. 

2. Perfect anatomic position is not always neces- 
sary for perfect functional results. 

3. It is doubtful whether the average ambulatory 
dressing holds a fracture of the clavicle in position 
if the fragments have a marked tendency to be dis- 
placed. 

4. Any ambulatory dressing that would hold a 
fracture of such a type in place usually would have 
to be applied so tightly that grave danger to the cir- 
culation would result as well as great pain and 
discomfort to the patient. 


5. Traction should be used when there is a marked 
overlapping of the fragments in fracture of the clav- 
icle or when there is a great tendency for these 
fragments to become misplaced. 

6. Shoulder-joint complications should always be 
eliminated in fracture of the clavicle. They should 
be treated with the arm in abduction and external 
rotation with the patient in bed, some form of 
ambulatory dressing being used later. 

7. Open reductions should never be done until 
traction has been given a fair trial. 

8. Hot baths with active and passive motion are 
of great aid following removal of the fixation dressing. 


Garlock, J. H.: The Treatment of Compound 
Injuries of the Extremities. Ann. Surg., 1928, 
Ixxxvii, 321. 


Garlock recommends the following routine treat- 
ment for all traumatic wounds of the extremities. 

After the patient is anasthetized the whole 
region involved and a wide area of surrounding 
skin are shaved and carefully and gently scrubbed 
with sterile soft brushes and tincture of green soap. 
The soap suds and débris are washed away with 
sterile saline solution, care being taken to prevent 
the washings from entering the wound. The limb 
is then dried with sterile towels and cleansed with 
benzine. A copious irrigation with ether then fol- 
lows. The wound and surrounding skin is then me- 
chanically cleansed by a prolonged irrigation with 
sterile saline. The parts are thoroughly dried and 
again flooded with ether. The entire area, skin and 
wound, is then painted with 3.5 per cent alcoholic 
solution of iodine, care being taken to keep the 
iodine from the synovial membranes, such as in a 
joint or tendon sheath. The extremity is then 
draped. Cultures are taken from the depths of the 
wound and from the surrounding skin and planted 
so as to demonstrate the presence of anaérobes. 

A painstaking débridement of all of the trauma- 
tized skin and deeper tissues is then carried out. 
The importance of handling the tissues around such 
wounds with the greatest care cannot be over- 
emphasized. The importance of obtaining absolute 
hemostasis should be realized. ‘The wound and 
joint are again flooded with ether and the wound is 
closed. The skin is sutured with interrupted silk- 
worm gut. If skin tension is evident, releasing 
incisions in the skin flaps can be made. Either before 
or after operation the patient is given 1,500 units 
of tetanic antitoxin. 

The period of immobilization in joint injuries 
varies with each case and depends upon the extent 
of the injury, the extent of closure of the capsule, 
and the presence of associated injuries. In general 
the earlier active motion is started the better will 
be the end-result. 

Garlock believes that all fractures compounded 
from without inward should be subjected to dé- 
bridement, following cleansing. ‘The majority of 
the fractures compounded from within outward 
can be treated as simple fractures with very little, 
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if any, danger. Shock has been treated by the use of 
glucose and insulin intravenously, as recommended 
by Fisher, with fairly satisfactory results. 

The fracture site is exposed through a longitudinal 
incision. All hamatomata and loose bone fragments 
are removed. The ends of the bone are débrided and 
fashioned whenever possible so as to form a mortise. 
If internal fixation is needed, reliance is placed upon 
the use of kangaroo tendon inserted around the 
bone and through drill holes. Only rarely is it neces- 
sary to insert metal plates. Fractures of the femur 
have been treated by débridement followed by 
traction and suspension. The majority of these 
wounds can be closed without drainage. If, however, 
the history of the injury indicates a strong possibility 
of contamination with anaérobic organisms and if 
there has been considerable soft-part trauma, then 
the wound should be left wide open and the Carrel- 
Dakin treatment instituted. A secondary suture or 
skin grafting can be done at a later date. If these 
facts are taken into consideration, indiscriminate 
closure of all wounds will be avoided and the inci- 
dence of gas gangrene will decline. Because of the 
extensive musculature involved and the greater 
soft-part crushing, compound fractures of the femur 
should rarely be closed without drainage. Cases in 
which gas gangrene starts in this region have a high 
mortality rate. The author has always left these 
wounds wide open and instituted dakinization. 
Secondary suture has often been carried out. Exter- 
nal fixation can be obtained by the application of a 
circular plaster cast and daily inspection can be made 
through a window for evidence of gas bacillus or 
other infection. 

In cases in which considerable loss of skin has 
occurred, one of the following methods of treatment 
may be utilized: 

1. It is frequently possible to undermine the 
skin edges after thorough débridement and bring 
about satisfactory apposition. 

2. It may be feasible to perform a débridement 
and immediately apply a pedunculated flap from 
an adjacent or distant region of the body. 

3. For the majority of wounds, probably the most 
logical procedure is a thorough débridement followed 
immediately by the application of Thiersch grafts. 
Later on, if thicker skin is necessary a pedunculated 
flap can be applied at leisure. 

4. If the wound is accompanied by extensive 
crushing and devitalization of tissue, it is probably 
wiser not to attempt immediate skin grafting. As 
thorough débridement as possible should be carried 
out. Intensive dakinization, followed by the ap- 


plication of Thiersch or small, deep grafts as soon 
as the appearance and bacteriology of the wound 
permit, forms the basis of the additional treatment. 

5. It may occasionally be possible to apply a free, 
full-thickness skin graft after thorough débride- 
ment. The author offers many theoretical objections 
to this method and does not recommend it. 

When, in addition to loss of skin, there is associ- 
ated bone injury, skin grafting is delayed until the 
wound has been filled in with granulations. In 
fractures of the tibia this type of skin grafting 
should be in the form of a pedicle flap. 

In considering the subject of amputations the 
author states that every attempt should be made 
to preserve a limb. Some cases will subsequently 
require secondary amputation, but not infrequently 
a serviceable limb will be obtained. The adoption of 
this policy has not increased the mortality rate 
in the author’s cases. 

Amputation becomes necessary when the entire 
blood supply distal to the injury has been cut off, 
when there has been an avulsion of the skin and 
subcutaneous tissues of an entire extremity, or 
when there has been irreparable crushing of bone. 

The site of amputation will depend upon the 
situation and extent of the injury, the proximity of 
neighboring joints, and the subsequent use of an 
artificial limb. Every effort should be made to 
preserve part of the hand. 

When an amputation is performed it is essential 
to fashion flaps which will provide sufficient tissue to 
make a well-padded stump. The bone and nerves 
should be severed at some distance above the stump. 
Because of the possibility of a gas-bacillus infection, 
Garlock feels that the majority of these amputations 
should be left open until a later date when there is 
no evidence of infection. At that time the skin edges 
can be coapted with sterile adhesive straps. The 
adoption of this safe procedure will decrease the 
incidence of gas gangrene in amputation stumps. 


Goldman, S. E.: March Foot with Fractures of 
Metatarsal Bone: Report of a Case. J. Bone & 
Joint Surg., 1928, x, 228. 

A case of march foot (pied forcé) is reported to 
illustrate the occurrence in a peddler of a condition 
usually found in soldiers. Fracture of the shaft of 
the second metatarsal without attendant trauma is 
a usual finding and may be the result of fatigue of 
the interossei with spasm, blood and lymph stasis, 
and resulting atrophy of bone. The symptoms are 
occasionally found without actual fracture. 

W. P. Biount, M.D. 
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BLOOD VESSELS 


Fruend.: Treatment of Arteriovenous Aneurism of 
the Internal Carotid Artery in the Cavernous 
Sinus (Beitrag zur Behandlung des Aneurysma 
arteriovenosum der Carotis interna im Sinus caver- 
nosus). Beitr. s. klin. Chir., 1928, cxlii, 221. 

The author describes a case in which aneurism of 
the internal carotid artery in the cavernous sinus 
resulted in the development of a high-grade pulsating 
exophthalmos. Ligation of the common carotid was 
impossible as, even with a transient compression, 
disturbances of consciousness appeared. The un- 
usually rapid progression of symptoms, on the other 
hand, made any attempt at conservative treatment 
seem inadvisable. 

Fruend finally made use of the tendency of free 
fascial transplants to shrink. Two strips of fascia 
were placed around the common carotid for the pur- 
pose of producing a gradual choking off of that vessel. 
The result was amazing. The protrusion of the bulb 
regressed very rapidly and three weeks later it was 
possible to expose the carotid again and definitely 
ligate it. At this second operation it was observed 
that the fascial strips had fused together and sur- 
rounded the carotid as a markedly thickened, rigid 
ring. ‘The vessel was considerably constricted at 
this point and only slight pulsation was still palpable 
above the constriction. No disturbance whatsoever 
wascaused by the ligation. 

The author reports that Kerr has successfully 
treated three cases in this same manner and is of the 
opinion that the gradual throttling off of the carotid 
constitutes a valuable addition to our methods of 
treating aneurism of this vessel. In other regions of 
the body also, where the sudden interruption of a large 
vessel is dangerous, it is better to take the prelimi- 
nary safeguard of placing a fascial strip about the 
vessel than to risk immediate, complete interruption 
of the blood supply. In the experience of the author 
a fourteen-day interval has been sufficient to permit 
shrinkage of the fascial ring so that the ligation can 
be accomplished without danger. Frey (Z). 


Strauss, A:: Radium Treatment of Cavernous 
Hzmangiomata and of Epulis. Am. J. Roent- 
genol., 1928, xix, 265. 

Schmidt, W. H.: The Treatment of Cavernous 
Angiomata Covered with Healthy Skin. Am. 
J. Roentgenol., 1928, xix, 271. 

According to Strauss the effect of irradiation on 
blood vessels is that of a marked proliferation of 
the intima until occlusion occurs. This proliferation 
is brought about by the action of the gamma rays. 
Soft gamma and beta rays in considerable amounts 
cause necrosis and fibrosis in varying degrees con- 


centrically about the radium tube. In treating 
cavernous hemangiomata the gamma rays are the 
ones to be employed as they do not cause necrosis 
and consequent fibrosis. 

Strauss employed 12.5 mg. radium needles in 
contact with the lesion or radium in 0.5 mm. silver 
screen elevated about 1 cm. from the surface. 
Treatments were given from four to eight weeks 
apart. The younger the patient the more susceptible 
were the lesions. Twenty-two patients were treated, 
eleven of whom were less than six months old, 
eight were from six to twelve months old, and three 
were from seventeen months to five years of age. 
This series demonstrates that: (1) radium is the 
treatment of choice in cavernous haemangiomata, 
(2) treatment of lesions in infants gives better 
results than treatment of lesions in older patients, 
and (3) the harder beta and the gamma rays seem 
to furnish the best results. 

The author reports four cases of epulis or giant-cell 
sarcoma treated with radium. For the most part 
radium-element needles were inserted into the mass 
and small dosage, ranging from 180 to 240 mm. 
hours each, was given. These patients have remained 
well for from one to two and a half years. 

ScumipT also discusses the treatment of angio- 
mata. He has been unable to secure uniformly good 
results in port-wine marks with radium and em- 
phasizes the value of using ultraviolet light by 
the compression method. In strawberry marks 
having larger vessels than the port-wine stains, 
radium gives very satisfactory results. From three 
to ten treatments given over a period of months in 
proper dosage seem to offer the best results. 

Such angiomata, however, can be instantly ir- 
radicated by means of the electrotherm. In deep- 
seated cavernous angiomata the beta rays were 
employed in the form of radium-element needles 
buried within the lesion, because surface treatment 
would have been much slower. 

Under local anwsthesia from 5-mg. to 1o-mg. 
needles were inserted from 1 to 1% in. apart and 
left in place for twelve hours. Within a week the 
angiomata began to shrink and continued to do so 
for from four to six weeks. Except for the dried 
swelling and induration immediately following the 


-treatment the results were satisfactory. Three case 


histories are given in detail. 

Schmidt concludes that by using buried radium 
needles the time of treatment was shortened from 
a year to a month and that with the proper tech- 
nique one application may be sufficient. 

In the discussion of this report PANcoasT said 
that he had treated one cavernous hemangioma 
by this method. A fatal streptococcus infection with 
multiple abscesses followed the treatment. 
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MEILL said that he treats these lesions entirely by 
gamma irradiation, continuing the treatment over a 
long period of time. 

CaPLAN has used needles interstitially with some 
degree of success. 

PFAHLER cautioned against the use of needles 
in cases in which there is the slightest evidence of 
infection. 

BowInc reported that he employs surface radium 
packs as the treatment of choice. 

BROEMAN also recommended surface radium treat- 
ments. 

Norswortuy said that he employs hard beta rays 
for the superficial lesions and the gamma rays by 
surface application for the deeper lesions. He 
warned against the use of radium needles intersti- 
tially for as long a period as ten or twelve hours. 

A. James Larkin, M.D. 


Silbert, S., and Samuels, S. S.: Thrombo-Angiitis 
Obliterans (Buerger): III. Prognostic Value 
of the Oscillometer. J. Am. M. Ass., 1928, xc, 
831. 

The authors report a series of 124 cases of throm- 
bo-angiitis obliterans which have been observed and 
treated by them for periods of from three months to 
four and one-half years. Using the Pachon oscil- 
lometer at the ankle to determine the expansion of 
the limb due to pulsation of the vessels, the cases 
were divided into two groups: (1) those in which the 
reading was 0.5 or more and (2) those in which the 
reading was less than 0.5. ; 

The prognosis in all of the thirty-two cases in the 
first group was favorable and amputation was not 
necessary in any case. Of the twelve cases in which 
ulceration or gangrene was present, all but three 
were healed and all showed symptomatic improve- 
ment. 

In the second group there were sixty-three cases 
in which pain was the only symptom present. Fifty- 
one of these showed symptomatic improvement and 
only one required amputation. When ulceration 
and gangrene are present the prognosis is unfavor- 
able. In the twenty-two cases of ulceration without 
gangrene, seventeen improved with treatment, but 
three required amputation. Seven of the cases in 
this group with gangrene showed no oscillometric 
improvement and five required amputation. 

Burton Ciark, Jr., M.D. 


Pearse, H. E., Jr.: A Method for the Gradual Occlu- 
sion of the Aorta. Surg., Gynec. & Obst., 1928, 
xlvi, 411. 


A suitable method for the occlusion of the aorta 
must have several attributes: it must avoid sec- 
ondary infection, such as occurs with clamps or 
snares which protrude outside the skin; the occlusion 
must be gradual in order to allow compensation of 
the circulation; and, finally, compression of the 
arterial wall must be avoided since the expansile 
pulsation quickly weakens this structure and leads 
to rupture. 


Pearse describes a method which embodies all of 
these principles and in addition is relatively easy of 
technical performance. Occlusion is obtained by 
means of a tube of coiled spring wire. The sharpened 
point of the coil is thrust into the lumen of the aorta. 
The wire is rotated and passed into the aorta until 
only a small tip remains outside the lumen. This tip 
holds the device in position and prevents hemorrhage 
through the perforation. 

Several illustrations are included to show the device 
and the results which have been obtained. 

Car R. StTeEINKE, M.D. 


BLOOD; TRANSFUSION 


Brooks, LeR.: Indication for Blood Transfusions. 
California & West. Med., 1928, xxviii, 331. 

Brooks emphasizes fhe numerous indications for 
the use of blood transfusion and the importance of 
safeguarding the patient by grouping both patient 
and donor. The reactions that are due to incom- 
patibility occur immediately upon the giving of a 
few cubic centimeters of blood and if caution is 
used the injection can be stopped before any harm 
is done. The author advocates the use of unmodified 
blood. Delay and the use of chemicals tend to in- 
crease the number of reactions. 

Massive uncontrolled haemorrhage is an indica- 
tion for transfusion since the almost imperceptible 
rise in blood pressure is offset by the increase in 
coagulability of the blood. Secondary anemia with 
a haemoglobin of 40 per cent or lower responds to 
transfusion except perhaps in the cases of dyscrasia. 
Transfusions of 100 or 200 c.cm. of whole blood are 
specific for hamorrhage in the newborn. ‘Trans- 
fusion together with splenectomy is a cure for chronic 
purpura. If cord changes are present in cases of 
primary anemia, transfusions are not advisable. 
Five hundred c.cm. at a time give better results 
than smaller amounts given more frequently. 
In children very good results are obtained from 
transfusion in cases of inanition, malnutrition, 
secondary anemia from such causes as chronic 
gastro-intestinal infections, diarrhoea, chronic bron- 
chitis, and unresolved pneumonia. In acute blood- 
stream infections transfusions give disappointing 
results. In severe burns great benefit is derived 
from the surgical removal of the burned tissue, 
the bleeding of the patient, and the giving of a 
transfusion of an equal amount of whole blood. 

The World War demonstrated the value of blood 
transfusions in the treatment of shock. In civil 
practice the greatest value of transfusion is in the 
pre-operative and postoperative care of surgical 
cases. In doubtful surgical risks a transfusion 
should be given before operation and after operation 
also if necessary. 

In the discussion Brem said that he agreed with 
the author concerning the use of whole blood with 
the minimum amount of handling. He said that 
the severe reactions are most apt to occur in febrile 
cases and that the practice of fasting donors has 
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prevented reactions in cases in which severe repeated 
reactions formerly occurred. 

Cowan said that he had seen the development 
of blood transfusion from the method of direct 
vessel suture. He emphasized the necessity for 
the proper selection of the donor and said that in 
the citrate method most of the unfavorable reactions 
are due to the use of impure citrate. 

The work of Yates and Raine is quoted by the 
author. They have shown experimentally that the 
oxygen-carrying power of blood is decreased any- 
where from 1o to 25 per cent following anesthesia. 
The return to normal requires from five to ten days 
and may obviously be hastened by postoperative 
transfusions. The author reports that he has ob- 
served no unfavorable reactions from the giving of 
transfusions to anesthetized patients who had been 
grouped previously. C. O. Hempat, M.D. 


Moore, C. U., and Dennis, H. G.: Subcutaneous 
Blood Transfusion in Children. Northwest Med., 
1928, xxvii, 140. 

In 1908 Alexis Carrel gave the first transfusion 
for haemorrhagic disease of the newborn and since 
that time the use of blood in this condition has 
proved to be a specific. 

Blood transfusion has now demonstrated its 
value in cases of hemorrhage, diseases of the blood, 
toxemias, nutritional disturbances, shock, and 
infections. Allan Brown has shown that in extreme- 
ly toxic states, exsanguination-transfusion is of 
life-saving importance. 

The intravenous method of injecting blood has, 
however, prohibited the extensive use of transfusion 
by the majority of physicians. The blood must 
be typed and matched and the matching must be 
repeated before each transfusion, as shown by 
Sidbury. This requires hospital and laboratory 
equipment and involves the loss of valuable time. 
When the blood has been collected and the difficult 
procedure of introducing it into the veins has been 
accomplished, there still remains the dangers of 
possible hemolysis, agglutination, or other reactions. 
The serious difficulties and dangers of intravenous 
injection of blood have undoubtedly prevented its 
more extensive use. 

In an effort to find a safer, simpler, and speedier 
method of administering human blood, two proce- 
dures have been developed: the intraperitoneal and 
the subcutaneous methods. Blood injected intra- 
peritoneally requires typing and matching just as 
for intravenous use, because a certain portion of 
the blood passes unchanged into the circulation of 
the recipient. Cases are reported of puncture of the 
Intestine or failure in the absorption of the blood 
and the consequent formation of adhesions. 


The subcutaneous and intramuscular routes 
have long been used in giving small amounts of 
blood and serum. Although large amounts of nor- 
mal saline and glucose solutions have been given 
under the skin, little attempt has been made to 
use blood in like quantities. 

Our experience with subcutaneous blood trans- 
fusion dates back to 1920. The administration of 
ro per cent glucose in normal saline by hypoder- 
moclysis in quantities up to 500 c.cm. daily, sug- 
gested the possibility of administering blood in the 
same way. Blood contains a perfect combination 
of minerals, nutritive substances, antibodies, and 
stimulants. Its absorption time is somewhat slow- 
er than that of saline, although in dehydration 
cases the liquid portion of the blood is taken up like 
water. Subcutaneous transfusion has been found to 
have all of the advantages of the intravenous route 
minus its danger. 

Typing and matching are unnecessary in sub- 
cutaneous transfusion. The usual rise in temper- 
ature as seen after intravenous transfusion is absent. 
A member of the family may be used as the donor 
in order to avoid extraneous constitutional in- 
fection. A 14 to 18 gauge needle makes possible 
the obtaining of an adequate amount of blood 
quickly, while a 100-c.cm. ground-glass syringe 
permits better asepsis and a more rapid injection 
of the blood. The optimum amount for newly- 
born and dehydrated infants is 50 c.cm. per kilo- 
gram of body weight or 5 per cent. The necessary 
percentage decreases with age. At two years 25 
c.cm. per kilogram is adequate. The preferable 
sites of injection are the sides and front of the chest 
and abdomen. Care should be exercised not to 
allow the needle to penetrate the fascia, as the 
shock following intramuscular injection is greater 
than after subcutaneous injection. Citration of 
blood, using 10 c.cm. of a 2 per cent sodium citrate 
solution to each go c.cm. of blood, permits ample 
time for injection and may be accomplished without 
the aid of an assistant. 

Blood is a specific in melena neonatorum and 
is also valuable in intracranial haemorrhage of the 
newborn. Premature infants are often too weak to 
obtain and assimilate sufficient food for their 
metabolic requirements and the increasing of the 
blood content 50 per cent or more is a life-saving 
procedure. When starvation in the newborn has 
been sufficient to produce inanition fever with its 
associated acidosis and dehydration, transfusion is 
the remedy par excellence. The presence of immune 
bodies in blood makes it a valuable therapeutic 
agent in infections. Cases of purpura associated with 
acute infections are definitely improved by b!ood 
injections. Merte R. Hoon, M.D. 








SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Kappis, M.: Postoperative Treatment (Nachbehand- 
lung nach Operationen). Deutsche med. Wehnschr., 
1927, liii, 1817, 2116; liv, 96. 


Following severe operations, particularly under 
narcosis, a condition of debility or shock may occur. 
This condition must be distinguished from collapse 
and from fainting (syncope). 

Shock is still explained as a disturbance of the 
vegetative nervous system with paralysis of the 
vascular nervous apparatus. The characteristic 
symptoms are pallor, cold extremities, sweating, 
shallow breathing, and lowering of the blood pres- 
sure. Death may occur before treatment can be 
started. 

Collapse is characterized by a breaking down of all 
of the vital functions, particularly that of the heart 
and blood-vascular system. It comes on gradually in 
cases of poisoning, general infection, peritonitis, etc. 
If the condition persists even for a short time the pa- 
tient dies because there is no effective means of 
treatment. 

Syncope occurs in conditions of anaemia of the 
brain and can therefore be controlled easily by hori- 
zontal recumbency. 

Pulse, blood pressure, and respiration should be 
continuously controlled during every major opera- 
tion. Sufficient preparation of the patient and the 
choosing of the most favorable time for operation 
should be kept constantly in mind. Prophylactic ad- 
ministration of cardiac tonics, etc. (oxygen, heat, 
adrenalin, strychnine, etc.) may prevent the develop- 
ment of states of shock and collapse. Lf any of these 
conditions occur, postoperative haemorrhage must 
be excluded. If hemorrhage is suspected the oper- 
ative wound must be re-opened immediately. 

The author discusses in detail the subject of post- 
operative acetonuria and ‘‘acidosis” and points out 
the fact that the excretion of acetone bodies exhibits 
no immediate relationship to the operative interfer- 
ence or to the narcosis. Early administration of 
carbohydrates and perhaps of insulin may avert the 
disturbances in the intermediate metabolism. Thor- 
ough care of the skin and mouth is urgently de- 
manded for the prevention of eczema, decubitus, 
thrush, and parotitis. 

The etiology of postoperative thrombosis is still 
unknown, but mechanical factors, circulatory dis- 
turbances, changes in the blood plasma, and injury 
to the vessel walls are apparently concerned in it. 
Gymnastics in bed, light massage, stimulation of 
circulation and of respiration, and getting the pa- 
tient up and about early may restrain certain factors 
in thrombosis, but the danger cannot be entirely re- 


moved. Attempts have been made to decrease the 
coagulability of the blood. Early detection of throm- 
bosis is essential, pain in the calf of the leg being far 
more characteristic than the swelling of the limb. 
Wet dressings and six weeks of absolute rest in bed 
are recommended, but often, in spite of every pre- 
caution, embolism occurs. Among 100 cases of 
thrombosis the author reports 5 fatal cases of pul- 
monary embolism, to fatal infarcts, and 27 fatal lung 
infarcts without previous recognition of thrombosis. 

Kappis applied circular adhesive-plaster dressings 
and allowed the patients to get up sooner, but this 
did not reduce the percentage of occurrences of em- 
bolism and infarction. Leeching was instituted with 
some success. The author says that ligation of the 
saphenous vein is not necessary since emboli seldom 
originate there. In cases of infarction, morphine and 
cardiac tonics are necessary as well as venesection. 

Fatal embolism often follows infarction. Death 
occurs suddenly because of closure of a large vessel 
or reflexly in closure of smaller branches. The right 
heart fails, and anemia of the brain and respiratory 
paralysis occur. The diagnosis is not always a simple 
matter since acute cardiac asthenia may produce a 
similar picture. Cyanosis and cardiac pain are here, 
however, in the foreground while in embolism the 
pallor is the most striking symptom. Postoperative 
embolism in the major (not pulmonary) arterial cir- 
culation is seldom found. In cases of obstruction in 
the vessels of the extremities, embolectomy is indi- 
cated. 

Air embolisms are also discussed by the author. 
Fat embolism occurs following fractures and ortho- 
pedic operations and is especially dangerous in cases 
of atrophic bones rich in fatty tissues. C&dema of the 
lungs or, if the brain is involved, comatose states and 
convulsions are the characterizing symptoms. Often 
it is impossible to help these cases in any way. 

Singultus, following operation, is an unpleasant 
and at times dangerous complication. Emptying of 
the stomach, attention-diverting expedients, com- 
pression and downward pulling of the larynx, car- 
bonic acid, morphine, etc., are recommended. 

Tetany may follow goiter operations or operations 
on the stomach and other organs and in these cases 
parathyroid preparations, calcium mono-ammo- 
nium-phosphate, and dietetic treatment are recom- 
mended. 

Cases of acute psychoses and delirium are best 
referred at once to the psychiatrist. 

Paralysis following narcosis (pressure paralyses), 
particularly in the region of the arm plexus, is at first 
treated by conservative methods. Operative ex- 
posure of the region is resorted to only if no improve- 
ment occurs in three or four months. 

Scumipt (Z). 
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SURGICAL 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Fleming, A.: The Bactericidal Power of Human 
Blood and Some Methods of Altering It. 
Proc. Roy. Soc. Med., Lond., 1928, xxi, 859. 


The leucocytes are the most important blood ele- 
ments concerned in the destruction of pyogenic 
cocci. Leucocytes have the power of directly de- 
stroying bacteria by means of a ferment called 
“lysozyme,” but this ferment does not act with equal 
strength on all bacteria, especially the pathogenic 
ones. 

Fleming reports the following method used in in- 
vestigating the bactericidal action of blood. In the 
slide-cell method the blood which is infected with 
cocci is placed in a cell consisting of two microscope 
slides separated by 0.12 mm. of vaselined paper strips. 
The cell is then sealed with paraffin. This is an 
especially valuable method of studying streptococ- 
cus viridans. 

The author also describes a second method which 
is valuable in the study of streptococcus pyogenes. 
Blood and bacteria are mixed and sealed in a small 
glass tube. This is then placed in the incubator and 
kept in motion for a certain length of time. 

The bactericidal power of the blood is altered by 
the following methods: 

1. By increasing the opsonic power of the blood 
fluids by means of appropriate doses of vaccines. 
Vaccine therapy may or may not be specific. 

2. By increasing the number and efficiency of the 
leucocytes. Yeast and nuclein may give this result. 
Direct blood transfusion is of the greatest benefit. 

3. By physical methods. Artificial or real helio- 
therapy increases the bactericidal power of the blood. 

4. By chemical methods. Although chemotherapy 
is of great value in syphilis, malaria, etc., it is of 
doubtful value in the more common bacterial dis- 
eases. This is due to the fact that the chemical kills 
the leucocytes rather than the bacteria or else it 
disappears too early from the blood stream to be of 
value. Arsenical drugs, however, seem to have direct 
bactericidal action on hamolytic streptococci. In 
septicemia certain chemicals may prepare the cocci 
for their destruction by the leucocytes. Intravenous 
injections of hypertonic salt solution increase the 
general bactericidal action of the blood. 

Roperick V. Grace, M.D. 
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Boehler: Experience in the Treatment of Wounds 
(Erfahrungen in der Wundbehandlung). Zentralbl. 
f. Chir., 1928, lv, 110. 

On the basis of a survey of 2,000 cases of wounds of 
the finger and hand Boehler reports as to the value of 
primary excision and immediate suture without 
drainage of the wounds. He concludes that large de- 
fects should be covered by a plastic or a Thiersch 
graft and that the putting of the injured limb at rest 
without confining dressings favors healing. 

In the discussion of this report HERMANNSDOERFER 
said that as a result of his physicochemical studies of 
the management of wounds he is of the opinion that 
acidosis is caused by the irritation due to treatment. 

VOGEL reported that by the use of halogen solu- 
tions the number of primary unions had been in- 
creased by 3 per cent in 187 aseptic operations and 
that after acute appendicitis, gastric, and intestinal! 
operations, there has been an increase of from 11 to 
16 per cent in primary unions. 

CARTELLIERI reported on the good results obtained 
from the use of antivirusin the treatment of furuncles 
and abscesses. 

Moritrtscu said that the use of a split protein prod- 
uct of bacteria in salt solution had been found to 
have a very favorable effect on purulent processes 
because of activation of the protoplasm. 

GAERTNER reported on some experiments per- 
formed with Scanzoni using a new surface antiseptic, 
G 104, which is a water-soluble chlor-thymol prepa- 
ration (Goederich). In experiments carried out in 
vitro it was found to be a more potent bactericidal 
agent than lysol, carbolic acid, sublimate, or sagro- 
tan. This preparation was iodized and found to be 
stronger than isoform, rivanol, trypaflavine, or iodo- 
form. Furthermore, it is not destructive and does 
not cause pain. 

SALZER said that as a result of war experiences he 
believes that one may successfully carry out primary 
suture of wounds six, twelve, or twenty-four hours 
after injury. 

PLATE praised the preparation G 125 (Goederich), 
which is a water soluble chlor-thymol preparation. 
He recommended its use in hand disinfection and in 
the management of wounds and purulent processes. 
It is non-poisonous and may be used even when 
there is a tendency to eczema. Furthermore, it is 
odorless and economical, dissolves fat, and does not 
rust instruments. Repwitz (Z). 








PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Zweifel, E. H.: Results after Radiation Therapy of 
Carcinoma of the Uterus (Die Ergebnisse der 
Strahlenbehandlung des Uteruscarcinoms). Strahl- 
enthera pie, 1927, Xxvi, 675. 

The author discusses the present status of radia- 
tion therapy for carcinoma of the uterus. After a 
study of the results of radium and roentgen-ray 
treatment recorded in the literature he has concluded 
that these agents should not be disregarded even in 
the event of operation. 

Both pre-operative and postoperative prophylactic 
radiation treatment are considered. The author be- 
lieves that pre-operative radiation greatly improves 
the condition of the patient and reduces the pri- 
mary operative mortality (Mayer, Walthard-Fuerst, 
Kupferberg, Fraenkel, and others). He is also of 
the opinion that pre-operative radiation reduces the 
number of postoperative recurrences by rendering 
the carcinoma cells inactive (Schmieden). Postoper- 
ative radiation also has shown good results and has 
increased the percentage of cures (Warnekros). ‘The 
writer concludes that radiation is indispensable even 
in surgical cases. 

Zweifel next presents statistics on the results of 
radium and roentgen-ray treatment of the uterus and 
cervix. Doederlein reports an absolute cure in 14 
per cent of 1,260 cases, Eymer in 25.1 per cent of 203 
cases, and Kehrer in 27.9 per cent of 129 cases. Wintz 
reports absolute cure in 519 cases of carcinoma of the 
cervix. 

A special and separate consideration is given to the 
results obtained in the management of inoperable 
carcinoma of the neck and the following figures are 
submitted: Heymann (Stockholm) reports absolute 
cure in 16.7 per cent of 234 cases, Kehrer in 17 per 
cent of 70 cases, and Phillip and Gornick (Bumm) in 
6 per cent of 399 cases. 

The author believes that with a more extensive im- 
provement in radiation technique and with the 
avoiding of errors there will be great improvement in 
the results of radiation therapy. He says that good 
results have also been obtained in the radiation 
treatment of carcinoma of the body of the uterus, 
but that in the operable cases the results of operation 
are superior to those obtained by radiation. 

WILLE (Z). 


RADIUM 


Stacy, L. J.: Complications Following the Applica- 
tion of Radium to Pelvic Lesions. Am. J. Roent- 
genol., 1928, xix, 323. 

The most common complications following radium 
treatment in cases of carcinoma of the cervix are 
systemic reaction, pelvic cellulitis, peritonitis, and 


urinary complications. Serious systemic reaction, 
which occurs most often in the cases of Groups 3 and 
4 (according to the Schmitz classification) can be 
largely avoided by the use of the basic diet, by im- 
proving the general health, by giving a transfusion if 
necessary, by cleaning up the local field before treat- 
ment is instituted, and by giving short exposures of 
radium for the first two or three applications. The 
same preliminary treatment also lessens the inci- 
dence of pelvic cellulitis, but if symptoms of infection 
do occur, all treatment should be discontinued im- 
mediately. 

If a careful cystoscopic examination is made before 
treatment the urinary complications may be avoided 
in cases in which there is a history of irritability of 
the bladder or in which a catheterized specimen of 
urine shows pus. Cystoscopic examination is espe- 
cially indicated in cases belonging to Groups 3 and 4 
and in cases of recurrence of pelvic malignancy in 
which a ureter may be partially occluded. The late 
sequelx consist of telangiectasis of the bladder and 
rectum and may precede benign ulceration. 

In cases of menorrhagia treated with radium the 
systemic reaction is slight or absent and pelvic infec- 
tion is the chief complication. If there is a history 
of previous pelvic inflammation, even if the in- 
flammation occurred several years before, the use 
of radium is definitely contra-indicated. Occasion- 
ally, uterine bleeding may persist and necessitate 
hysterectomy. 

The author reports the results of a study of 134 
cases of carcinoma of the cervix treated at the Mayo 
Clinic during the year 1926. It was found that com- 
plications occurred in 24 cases (17.9 per cent), includ- 
ing 1 case of pneumonia without signs of pelvic 
complication. In 10 cases the symptoms were of 
short duration and treatment was resumed after 
a few days. In 7 cases it was thought advisable to 
discontinue the treatment either because of the 
patient’s poor general condition or because of com- 
plications. Phlebitis occurred in 1 case and cystitis 
in 3 Cases. 

In 23 cases of carcinoma of the fundus in which 
intra-uterine radium treatment was given, 1 case of 
fever and phlebitis developed and treatment was 
abandoned after the second application. 

Of the 227 patients treated during 1926 for menor- 
rhagia associated with a fibrous type of uterus or 
with uterine myoma, 5 had subsequent complica- 
tions. In 1 case bleeding and pelvic pain continued 
and hysterectomy was performed six weeks later, 10 
I case a pelvic abscess developed six weeks after 
treatment, in another case hamorrhage occurred 
nine days after treatment, and in 2 cases there was 
evidence of pelvic cellulitis, the symptoms subsiding 
in three days and three weeks, respectively. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Oppel, W. A.: Raynaud’s Disease as Hyperadrenalin- 
gmia (Die Raynaudsche Krankheit als Hyper- 
adrenalinaemia). Arch. f. klin. Chir., 1928, cxlix, 
301. 


Oppel gives his views on Raynaud’s disease as a 
hyperadrenalinemia. The question as to what pro- 
duces the state of irritation in the sympathetic nerv- 
ous system and what produces the arterial spasm in 
this disease has never been answered. Through the 
investigations of Ornatzky in spontaneous gangrene 
and of Achutin in Raynaud’s disease the presence of 
an excessive amount of adrenalin in the blood in 
these cases has been demonstrated by means of the 
Magnus test on isolated intestines of the cat. 

In 1921 Oppel did the first epinephrectomy for 
spontaneous gangrene. Examination of this patient 
after fifteen months showed a very considerable im- 
provement, but the operation did not cause the 
disease to disappear entirely, even though the im- 
mediate effect was that the hands and fingers imme- 
diately assumed a rose color and the systolic murmur, 
which had existed before operation, disappeared. 
The author reports three additional cases in which 
the immediate operative result was good and could 
“even be designated as striking.’”” A permanent re- 
sult, however, was certainly not obtained. The four 
cases under discussion were in women, but observa- 
tion of three men showed equally good immediate 
results of operation. 

In regard to spontaneous gangrene the author sup- 
ports the view that there are patients in whom the 
gangrene of the toes develops even while the pulse in 
the popliteal artery or even in one of the arteries of 
the foot is still maintained. These are supposed to be 
the cases in which gangrene progresses most rapidly 
and in which it is supposed to develop chiefly as a re- 
sult of spasm of the peripheral arteries causing com- 
plete blocking of the peripheral arteries. This form 
of gangrene, according to Oppel, is directly on the 
borderline of Raynaud’s disease. He says that it is 
independent of hyperadrenalinamia, that its course 
is brought to a standstill by epinephrectomy, and 
that it is not the result of an arteriosclerosis. If a 
sclerosis is already present there must apparently be 


a certain general cause for the involvement of the - 


arteries of the lower as well as of the upper extrem- 
ities, because in spontaneous gangrene arteries of 
the heart as well as the arteries of the abdominal 
cavity and the brain are often affected. Oppel attrib- 
utes this disease also to a hyperadrenalinemia and 
speaks of an adrenal gangrene or of an adrenal arteri- 
osis (thrombo-angiitis obliterans of Buerger). He 
says that this disease shows no relationship to race, 


but to geographic conditions. There is associated 
with the adrenal arteriosis a hyperglobulia and hy- 
perthrombocytosis, as well as an increase in viscosity 
of the blood and a tendency to hyperglycemia with- 
out glycosuria, but no hypercholesterinemia. Supra- 
renal arteriosis should therefore be compared with 
Buerger’s disease. 

A more difficult question to decide is the reciprocal 
relationships between suprarenal arteriosis and eryth- 
romelalgia of Weir Mitchell. The essential charac- 
teristic of erythromelalgia versus thrombo-angiitis 
depends upon whether or not the pulse beat is pres- 
ent. On the basis of Laeven’s case, in which the pa- 
tient had a condition approaching gangrene of the 
feet and legs, but showed a pulse in the main arteries 
of the leg and the foot, Oppel concludes that the 
essential characteristics of erythromelalgia is not a 
thrombosis of the arteries and consequently does not 
represent a typical arteriosis suprarenalis, because in 
the latter there is danger of gangrene when the 
peripheral pulses are absent entirely or in only one of 
the main arteries. 

If erythromelalgia is not a suprarenal arteriosis, 
the question arises as to whether it is not a variety of 
Raynaud’s disease. Oppel believes that Raynaud’s 
disease is the equivalent in the female of suprarenal 
arteriosis in the male. A hyperadrenalinemia plus the 
male hormone would produce the suprarenal ar- 
teriosis with spasm, injury, and thrombosis, while 
a hyperadrenalinemia plus the female hormone 
would lead to Raynaud’s disease, that is, it would 
lead only to spasm of the arteries. This theory is 
based upon the fact that Raynaud’s disease largely 
affects women and that spontaneous gangrene largely 
affects men. However, there are women in whom 
typical spontaneous gangrene is observed and men 
in whom typical Raynaud’s disease is observed. Fur- 
thermore, there are men and women in whom the 
disease is on the borderline between suprarenal arte- 
riosis (spontaneous gangrene) and Raynaud’s disease 
and in whom the gangrene develops chiefly as a re- 
sult of arterial spasm. Suprarenal arteriosis produces 
a picture similar to the symptom-complex of Ray- 
naud’s disease excepting that it runs an acute course, 
whereas the Raynaud symptom-complex runs a more 
chronic course. Furthermore, the arteries in Ray- 
naud’s disease are not thrombosed or only slightly so 
after greater periods of time, while in suprarenal 
arteriosis the blood vessels are thrombosed relatively 
rapidly. The final point of difference lies in the fact 
that in spontaneous gangrene the lower extremities 
become diseased first and most extensively, while in 
Raynaud’s disease the upper extremities are especially 
involved. 

The tendency to thrombosis in suprarenal arteri- 
osis and the absence of such a tendency in Raynaud’s 
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disease is attributed by Oppel to the hormonal differ- 
ence of the sexes. The rarely occurring suprarenal 
arteriosis in women and the rarely occurring Ray- 
naud’s disease in men represent a certain hormonal 
approach of some women to men and of some men to 
women. 

A study of the blood pressure in Raynaud’s disease 
centrally and in the anemic area shows that in the 
course of a peripheral spasm (white fingers) the cen- 
tral pressure rises considerably and the peripheral 
pulse falls or even disappears entirely. After an 
epinephrectomy the relationship of the central to 
the peripheral pressure should again become normal. 
In contrast to suprarenal arteriosis there is neither a 
hyperglobulia nor a hyperthrombocystosis in Ray- 
naud’s disease, the latter (according to Oppel) favor- 
ing the development of thrombosis in suprarenal 
arteriosis. 

In suprarenal arteriosis the calcium content of the 
blood is increased, but the potassium content is also 
increased to such an extent that the reciprocal re- 
lationship of calcium to potassium is in favor of the 
potassium. Three investigations of the calcium-po- 
tassium content in Raynaud’s disease showed that 
the calcium content was high, but that the potassium 
content was insignificant. 

In summarizing these findings the author says 
that the hamatological difference between Ray- 
naud’s disease and suprarenal arteriosis is that in the 
latter a hyperthrombocystosis and a distribution of 
the calcium and potassium electrolytes in favor of 
the potassium is demonstrable. But, since both of 
these diseases are produced by a hyperadrenalin- 
wzmia, Oppel considers that epinephrectomy is an 
etiological method of treatment. Although no per- 
manent results have as yet been attained, neverthe- 
less, the immediate results of the operation substan- 
tiate this theory. Loeur (Z). 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Armstrong, C.: Postvaccination Tetanus. J. Am. 
M. Ass., 1928, xc, 738. 

The epidemiological evidence obtained by Arm- 
strong from his study of ninety-eight cases of post- 
vaccination tetanus indicates that large scarifications 
and the use of shields and dressings are predisposing 
factors in the development of tetanus. These findings 
were confirmed experimentally by the inoculation 
of monkeys and rabbits with a virus artificially con- 
taminated with bacillus tetani. In those animals in 
which shields or dressings were applied, postvaccina- 
tion tetanus developed much more frequently. 

The best method of prophylaxis is by proper vac- 
cination. The author states that scarification should 


not be more than % in. in its greatest diameter and 
that care should be taken not to remove or destroy 
the epidermis. J. Frank Doucuty, M.D. 


EXPERIMENTAL SURGERY 

Loeffler, L.: Liver Studies. Part II. Contribution 
to the Subject of the Origin of Necrosis and of 
Connective Tissue Hyperplasia. Chapter 2. Re- 
sults of Ligation of the Hepatic Artery (Leber- 
studien. Tl. II. Beitraege zur Kenntnis der Entste- 
hung der Nekrose und der Bindegewebshyperplasie. 
2 Kapitel. Die Folgen der Unterbindung der Leber- 
arterie). Arch. f. path. Anat., 1927, cclxvi, 55. 

The author has conducted extensive experiments 
on rabbits for the purpose of observing the liver im- 
mediately after ligation of the hepatic artery. 

He reports that the interruption of the hepatic 
artery in the region of its capillary bed, viz., in 
Glisson’s trabeculae, does not have any direct effect 
(necrosis, for example) nor does it exert any imme- 
diate influence on the liver parenchyma. The effect 
is mediate and is recognized by such results as paral- 
ysis of muscular organs and changes in the circula- 
tion of blood and its concomitants (exudation). 
There is also a change in the nerve supply to these 
muscular organs and to the remaining blood-vascular 
system in the liver, which, following the ligation, has 
become reduced to that of the portal system (to the 
liver parenchyma). 

Of all of the effects the most important is the 
paralysis of the bile passages (with the exception of 
the finest bile’ducts), which results in the passage of 
bile through their walls. It has been found that bile 
is a strong chemical irritant to the nervous system, 
especially to the nerve supply of the blood vessels. 
Since it may be assumed that, at the time of ligation, 
not all sections of the liver contained the same _rela- 
tive quantity of bile, the author finds here an expla- 
nation for the marked localized changes which were 
found. These changes as well as the more generalized 
liver changes are to be ascribed to the irritation ex- 
erted by the extravasated bile on the nerve supply to 
the vascular system and to the stasis which, if pro- 
tracted, results in necrosis. 

The results of ligation of the hepatic artery are 
due, therefore, to the irritative action of the bile. It 
is in this manner that the pronounced localized 
changes in the liver arise and by this mechanism 
also that, with ligation of the hepatic artery, the 
portal system experiences a milder grade of nerve 
irritation throughout its entire extent and is respon- 
sible for the milder, more generalized changes. The 
acme of these complicated and lingering processes is 
found in the first few days following ligation. After 
that the processes gradually diminish. 

Cotmers (Z). 
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EDITOR’S COMMENT 


ONWELL’S interesting summary of the 
methods of treatment employed and the 
results obtained in 500 cases of fracture 

of the diaphyses of the tibia and fibula (p. 251) 
emphasizes the value of a comparative study of 
various methods of treatment when carried out 
under uniform conditions and under the direction 
and control of a small group of workers. The 
principle of skeletal traction which formed so 
important a feature in the successful treatment of 
fractures of the femur during the war is empha- 
sized as the basis of the most satisfactory form of 
treatment developed for the management of 
compound fractures of the leg as well. For 
securing skeletal traction, Conwell has used the 
Steinmann pin through the os calcis. He em- 
phasizes the importance of putting the pin through 
the bone and not through soft parts alone, and of 
removing it as soon as sufficient callus has formed 
to immobilize the fractured bones. Even the 
removal of the pin twenty-five days after its 
insertion, however, apparently does not prevent 
necrosis of bone since the average time required 
for complete healing of the wound produced by 
the pin in the cases reported was four and a half 
months from the time of removal. 

Cole, Copher, and Graham’s method of deter- 
mining liver function with a dye which is opaque 
to the X-ray when present in sufficient con- 
centration in the gall-bladder bile (p. 207) com- 
bines in an ingenious fashion two tests which 
have come to be recognized as of primary im- 
portance in the diagnosis of pathological con- 
ditions of the liver and bile passages. The 
authors emphasize the helpfulness of the func- 
tional test in determining the operability of 
patients suffering from such conditions, and sug- 
gest that patients showing high retention of the 
dye should be prepared for operation with great 
care, particularly with the aid of intravenous 
injections of glucose solution and blood trans- 
fusion, and should be subjected only to the 
simplest operative procedures possible. 

Beekman’s review of the immediate and later 
results in 331 cases of injury of the head in chil- 


dren observed at Bellevue Hospital, New York, 
(p. 183) stresses the apparently favorable prog- 
nosis in those patients who recover from the 
immediate effects of the injury. The author 
notes, however, the frequency of headache as a 
persistent symptom and the occurrence of vertigo, 
and of changes in behavior and character. One 
could hope that the prognosis were actually as 
favorable as this study indicates, but that there 
must be many degrees of permanent injury be- 
tween that which produces no symptoms and 
that which produces such changes in character 
and behavior as to necessitate commitment to 
public institutions seems inevitable. 

Stich’s comprehensive review of the causes of 
death following operation in a large series of 
cases extending over a period of fifteen years 
(p. 259) constitutes not only an admirable record 
of surgical results, but indicates also how that 
record may be improved. An analysis of 937 
deaths, the author states, shows that 9.4 per 
cent could have been avoided by greater accuracy 
in pre-operative diagnosis and greater technical 
skill. Earlier recognition of disease processes, ac- 
curate tests of hepatic function, greater considera- 
tion of the functional capacity of the heart, perfect 
asepsis, and the utmost care in the injection of 
local anesthetics are mentioned as important de- 
tails in lowering postoperative mortality. 

Stetten’s report of a case of constrictor paralysis 
of the hand and wrist following the application of 
an Esmarch bandage for fifty minutes (p. 254) 
illustrates in how short a time compression injury 
of motor nerves of the extremities may occur. 
The frequency with which a constrictor is em- 
ployed, particularly in these days of complicated 
industrial injuries of hands and feet, and the not 
infrequent subsequent occurrence of total tempo- 
rary paralysis of an entire leg or forearm empha- 
size the importance of substituting the blood- 
pressure cuff for the firm and narrow Esmarch 
constrictor and of maintaining the constriction 


- for a period not to exceed an hour and at the 


minimum pressure (usually about 200 mm. of 
mercury) which will secure hemostasis. 








1852.] Sims, Treatment of Vesico- Vaginal Fistula. 65 


Fig. 1 represents the speculum. When introduced and held properly, it 
causes no pain whatever. It is well enough to have two or three of different 
sizes, so as to be prepared for any case. The one ordinarily used by me is 
about 24 inches from a, where it supports the sphincter, to its terminal ex- 
tremity at 6. Its concavity ¢, ¢ serves to reflect a strong light down on the 
vagino-vesical septum, the seat of fistula. Its breadth from d to e is about 
jths of an inch, widening a little as it approaches the end, making it somewhat 
in the shape of a duck’s bill. The handle is made strong and unyielding, 
because a considerable degree of leverage has to be exercised by it. The curve 
at /, being cushioned to prevent its hurting the forefinger, fits accurately 
over it. The whole instrument is made of German silver, the concavity being 
highly polished for reflecting the light. 


Fig. 2. 





A small, slightly convex spatula, Fig. 2 (of German silver), may occasion- 
ally be needed to pressethe urethra downwards against the symphysis pubis, 
when there is a very minute fistula in the neighbourhood of the trigonus vesi- 








Reproduction of a page from Sims’ original report, American 
Journal of the Melical Sciences, 1852, xxiii, January. 
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